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PREFACE 


The aim of the following lectures on the treatment of 
acute and chronic gonorrhea in the male is by no means 
to give a complete picture of the present status of our 
knowledge concerning the therapy of those conditions. 
Such an undertaking would require going into the history 
of gonorrhea and the pathology of gonococcic infections 
of the urethra. The result would be a bulky treatise, 
which it is very far from my intention to write, all the 
more because we already possess excellent, exhaustive, and 
masterly presentations of the subject in Kollmann-Ober- 
linder’s book on “Chronic Gonorrhea in the Male,” in 
Oberlinder’s “Manual of Urethroscopy,” and, finally, in 
Wossidlo’s book on ‘‘Gonorrhea in the Male and its Com- 
plications.” 

My purpose is to draw attention, in unpretentious 
lectures and contributions, to those methods of treatment 
of acute and chronic gonorrhea and of their complications 
which have proved most reliable in my fifteen years of 
practice as a specialist. In this way I hope to put in 
the hands of the general practitioner, in a brief and easily 
intelligible form, a “Modern Therapy of Gonorrhea,” 
based on an extensive personal experience. On account 
of the informal character of this little book my readers 
will forgive me if, sometimes, particularly in the first lec- 
ture, which serves as an introduction, I leave for a moment 
the subject of treatment and briefly touch on a few other 
questions of practical importance in gonorrhea. 


Pauxu Asc. 
STRASSBURG. 


EDITOR’S FOREWORD 


There is quite a variety of opinions on the treatment 
of gonorrhea, due to the fact that each of the very numer- 
ous methods proposed has its good and its weak points, 
so that considerable leeway is left to mdividual prefer- 
ences. Professor Asch’s teachings are those of the French 
and German schools. American opinion sometimes slightly 
differs; a few notes have been added to indicate these 
divergences, without any extended discussion that would 
alter the fundamental character. of the book, namely, to 
give, in the briefest possible form, only the essentials of 
treatment. | 


F. E. Garpner. 


FIRST LECTURE 


No Gonorrhea without Contamination—Incubation Period 
from One Day to Eight Weeks—Atypical Forms of 
the Gonococcus—Possibility of Contagion through 
Coitus ab Ore, Water Closets and Vaginal Cannule. 


Gonorrhea is a communicable disease; it never can de- 
velop without a previous contamination. Often full-grown 
men persist in doubting the causal relation between the 
development of their gonorrhea and sexual intercourse; but 
this depends on several reasons worthy of notice—aside 
from the eternal optimism and of the often blind confidence 
of every man in regard to the woman who gives herself to 
him. 

First, most men—including physicians—believe that, 
as stated in books, gonorrhea necessarily must develop in 
from three to five days after exposure. My personal ex- 
perience does not tally with this supposedly universal rule. 
The cases in which the discharge appears within that lapse 
of time constitute hardly more than half of the cases in 
my records. On the other hand it must also be known that 
the urethral discharge can set in as early as twelve hours, 
or even less, after intercourse, when the gonorrheal infec- 
tion in the woman is hypervirulent and when there are 
also other coexisting circumstances which favor the rapid 
growth of the gonococcus. 3 

Conversely—and this is much more important—two 


or three weeks may casily elapse before the appear- 
1 
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ance of the urethral discharge, while an incubation period 
of from four to eight weeks is by no means as uncommon 
as generally thought. The knowledge of those facts will 
clear up the obscure etiology of many a case of gonor- 
rheal infection. For years I have devoted particular at- 
tention to the study of those long incubation periods; 
they are chiefly observed when the woman has had gonor- 
thea years before, but at the time of intercourse or 
examination shows only very little or no evidence of it. 
In almost all of those cases careful questioning brings out 
the fact that intercourse took place immediately before 
or after menstruation, or even after the flow had begun 
or before it had completely stopped. It is readily under- 
stood that the softening and relaxation of all the tissues 
of the female genital organs during the menstrual period, 
and the increased activity of all their glands, bring up to 
the surface gonococci which under ordinary conditions 
remain hidden in the depth of the tissues, and, conse- 
quently, harmless. 

Confirmation of this view is found in the generally 
insidious character of the gonorrhea acquired by the male 
under those circumstances. At first there hardly is any 
discharge at all, though the patient complains of itching 
in the canal. When the discharge appears it contains 
mucus, epithelial cells, maybe a few leucocytes, but no 
gonococci nor other microbes, and this condition may last 
two or three weeks. Finally—and this is another impor- 
tant point—in those cases gonococci frequently exhibit 
atypical forms and assume their normal characteristics 
only later. 

A few explanations are here necessary. The normal 
shape of the gonococcus is the double coffee bean 3. To 
be recognized as typical gonococci they ought besides to 
be enclosed in leucocytes. There are, however, numerous 
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exceptions, especially in subacute or chronic gonorrhea, 
where gonococci are very often found in an extracellular 
position or lying within epithelial cells. But there are, in 
addition, irregular or, better, degenerated forms of 
gonococci, on which Janet has already called attention 
and which are extremely important to know. 

The first degree of degeneration is marked simply by 
a change in the size of the gonococci which appear either 
swollen and much larger than usual, or, on the contrary, 
shrunken and much smaller; the characteristic coffee bean 
shape and grouping being, however, preserved in both 
cases. 

If we study further the type of degeneration accom- 
panied by swelling, we find successively the following 
stages: 1°, the swollen gonococci little by little lose the 
coffee bean shape and take on almost an hemispherical 
aspect §. 2°, in a still further advanced stage there 
remain only two spheres whose reciprocal connections are 
naturally less evident than in the case of the two half 
spheres @. 3°, the swelling of those rounded forms may 
occur irregularly so as to give the following picture ®. 
4°, in the last stage we may have a single sphere @. 

These different forms are all Gram-negative. This 
fact constitutes an argument in favor of their relation 
with the gonococcus. However, the existence of Gram- 
positive forms of transition of the gonococcus has recently 
been also admitted by several authors. But the close rela- 
tionship between the gonococcus and these atypical forms 
is chiefly proved by the fact that we can observe the 
different links in the chain of successive changes lead- 
ing from one to the other. We can also demonstrate by 
urethroscopic examination the presence of pathognomonic 
gonorrheal lesions in the urethral mucosa in cases of 
urethritis caused by some of these atypical forms. Again, 
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regular gonococci may be found in the pus of relapses of 
urethritis due to the degenerated forms. Finally, such a 
condition in the male may induce in the woman an ordinary 
gonorrhea with normal gonococci. 

The other type of degeneration of the gonococcus 
consists in a shrinking of the organisms which become 
smaller and progressively lose their distinctive features, 
so that the Gram-negative remnants of such a gonococcus 
can be identified only by their specific location. 

Another point which will considerably help to clear 
up the obscure etiology of many a case of gonorrhea is 
the possibility of contagion through coitus ab ore. "This 
mode of sexual gratification has become exceedingly fre- 
quent in the last few years, partly on account of the 
desire to avoid the risk of conception, partly also because 
of the widespread belief that this sexual practice does 
not expose to venereal infection. That this does not hold 
good against syphilis is but too evident; the same is true 
as regards gonorrhea. I have observed dozens of cases 
in which buccal coitus had to be reckoned with as a pos- 
sible etiologic factor, and in a few of them I was able to 
demonstrate on the mucosa of the cheek, of the soft or 
hard palate, or on the gums of the infecting individual, 
small membranous formations, from which gonococci in 
pure cultures were recovered. It goes without saying 
that gonococci might survive for a long time in the mouth 
without producing visible lesions. The constant flow of 
saliva certainly hinders, by simple mechanical action, the 
permanent fixation of gonococci in definite points. 

The possibility of gonorrhea being transmitted by in- 
animate objects cannot absolutely be denied, but it ought 
not either to be rated too high. The most likely causes 
of such a contamination in women would be the use of 
infected vaginal cannule (a word of warning against ser- 


Fic, 2. 
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vants would not be out of place here), and of public 
toilets in restaurants, department stores or railroad trains. 
As regards men, I believe that the defective disposition 
of most modern water closets ought to be pointed out. 
Most of the basins have a very oblique anterior wall 
(Fig. 1), so that the penis very easily comes in contact 
with it and with the gonorrheal pus that may accidentally 
have been deposited thereon. This anterior wall ought to 
be straighter, or even concave forward (Fig. 2). The 
two accompanying diagrams make the idea quite clear. 

While admitting the possibility of contamination by 
toilets we must, however, state that it ought to be ad- 
mitted as an etiologic factor only exceptionally. The 
other elements we have just dwelt on in this lecture are 
entitled to much more thorough consideration and carry 
much more weight when it comes to solving the doubtful 
origin of a given case of gonorrhea. 


SECOND LECTURE 


Primary E pididymitis—A bortive Treatment of Gonorrhea 
—Methodical Treatment of Acute Gonorrhea by 
Irrigations—Technique of the Latter. 


In a very large majority of cases acute gonorrhea 
begins as a disease of the anterior urethra, we might even 
say, in early stages, of the most anterior part of the an- 
terior urethra, that is, of the first inch or so. In excep- 
tional cases, however, we may note an immediate involve- 
ment of the posterior urethra, or even of the epididymis. 
This primary epididymitis, if I may so call it—French 
authors term it épididymite d’emblée—does not seem to be 
very rare and occurs particularly when excessive coitus 
has been indulged in with the contaminating woman. 
When coitus is repeated in rapid succession the urethra 
remains patent for a constantly increasing length of time; 
finally, a kind of aspiration of the female secretion takes 
place, while there is no real subsequent ejaculation to drive 
back this secretion in the anterior urethra. Ejaculation 
under those circumstances is but an emission of mucus 
without pressure, or is altogether lacking.* 

As already stated, in the early stages of gonorrhea 
the most anterior part of the canal alone is affected. 


* This mechanism may be admitted in the very rare cases in which 
there has been no previous urethral infection; but a more acceptable 
explanation when there has been a previous attack is the awakening 
of an old, latent, prostatic focus, whence the inflammation extends 
quicker toward the testicle than toward the meatus. 


7 


8 SECOND LECTURE 


Therefore, the idea comes at once to the mind that pro- 
vided we get the case early enough, it might be possible 
to kill the gonococci by cauterizations, or injections of 
concentrated solutions of silver nitrate or protargol solu- 
tions (2 to 20%), and thus to achieve an abortive 
treatment which in a few days would rid the patient of 
his gonorrhea. I desire to state very plainly that I have 
not at all been pleased with the results obtained by such a 
procedure, and, consequently, have given it up. I unfor- 
tunately have still too many opportunities to witness the 
sequele of such a course in patients who have been treated 
and dismissed as cured by partisans of the method and 
who come to me not only with a discharge still containing 
gonococci, but also with a violently inflamed and swollen 
urethral mucosa, or even an incipient stricture. It is 
needless to say that such a condition tremendously increases 
the difficulty of further treatment and delays the final 
cure: 

In my opinion, the first requisite of a good abortive 
treatment is that it should not irritate too much the ure- 
thral mucosa, still less destroy it, and that it should in- 
sure a possible transition, if needed, to the regular me- 
thodical treatment. Any method of abortive treatment 
which does not fulfil those desiderata simply puts in 
jeopardy, instead of enhancing them, the best chances of 
our patient for a prompt and permanent cure. 

A second condition I deem essential to be authorized 
to try an abortive course of treatment is that the mucosa 
of the urethra should not yet show signs of strong in- 
flammation; that is, more particularly, the meatus ought 
not yet to be swollen, the urethra not hard and cord-like to 
the palpation, the discharge should not yet have reached 
the decidedly purulent stage, but be, at most, mucous or 
muco-purulent, and whitish or white-yellowish in color. 
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The abortive method I have found most useful, which 
also is surely harmless and leads to the desired goal 
with remarkable frequency, if applied only in appro- 
priate cases, as defined above, is the argyrol method. 
Argyrol is a very hygroscopic silver albuminate which has 
numerous advantages on which we shall have opportunity 
to dwell later on; the only drawback is a somewhat high 
price. Even in very concentrated solutions (20-40% and 
more), it is well borne by the urethra and does not cause 
any pain. 

The technique of the abortive treatment is as follows: 
the patient, after urinating, receives first an irrigation of 
the anterior urethra with a pint of a 2.5 in 1000 solution 
of argyrol; then an injection of a dram or a dram and 
a half of a 2.5 in 20 argyrol solution in the anterior 
urethra. The latter is kept in the canal for 5 minutes. 
In order that the most anterior part of the urethra which 
is compressed between the fingers may also be bathed in 
the injected fluid, a few drops are allowed to trickle out 
every minute. After 5 minutes the rest is allowed to 
escape, but care is taken not to squeeze the canal. In 
this manner a considerable amount of the injected solu- 
tion remains adherent by capillarity to the walls of the 
urethra. <A large pad of cotton is placed on top of the 
penis, to avoid stains on the underwear, and fastened by 
means of a strip of adhesive plaster wound around the 
root of the penis. If the patient takes pains to restrict 
the amount of ingested liquids to a strict minimum, the 
dressing can remain in place day and night, being only 
changed by the physician every twelve hours. This latter 
point is very important, as it insures a constant action 
of the solution on the urethral mucosa. These weak ar- 
gyrol irrigations, followed by injections of strong solu- 
tions, are repeated every twelve hours for three days. 
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After the third day irrigations only are used, and for 
these the strength of the solution is rapidly lowered to 
1 or 0.5 in 1000. When the abortive treatment is suc- 
cessful, gonococci are not found in the discharge after the 
second day. Should this not be the case the abortive 
treatment must. be considered as having failed and the 
regular methodical course of treatment of gonorrhea in- 
stituted without further delay. 

In my experience the best and most thorough method- 
ical course is without contestation Janet’s irrigation 
method. It deserves to be much more known and used 
than it is now. When its performance is not impeded 
by external circumstances it ought to be the method of 
choice, because no other insures as certain and as prompt 
a disappearance of the gonococci. With it complications 
are quite exceptional and, as a rule, a complete and per- 
manent cure is obtained. It is the sheet anchor of the 
treatment of acute gonorrhea.* Therefore, a detailed 
description of the technique is essential. 

The appliances needed are an irrigating tank of a 
quart capacity with a rubber tube of sufficient length and 
a Janet cannula. I remain faithful to the original cannula 
introduced by Janet himself; all models. devised since are 
less satisfactory. I particularly advise against the use 
of the double current cannula, as it does not afford as good 


* This is the general consensus of opinion in Europe, and particu- 
larly in France. In America opinions are more divided, and it would 
seem that the injection method (see page 24 and following) has 
more partisans than the irrigation method in the treatment of acute 
anterior urethritis. Personal preferences here play a great part. 
Both methods are very satisfactory when used properly; each has its 
advantages and its weaker points; both are unsatisfactory, and present 
real dangers, when improperly applied. It is very important that the 
physician himself should carry out the treatment of gonorrhea, and 
he ought to insist to do it in all cases. Because the proper adminis- 
tration of injections or irrigations requires practice and deftness that 
is acquired only by a thorough training of the tactile sensations. 
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a dilatation of the urethra and, consequently, fails to 
fulfil the aim of Janet’s method, namely, to wash under 
pressure a canal dilated to its maximum, so as to have 
all normal recesses and irregularities flattened out as 
much as possible. I prefer blunt pointed cannule with 
the largest possible opening on the nozzle; because they 
less impede the transmission of the full pressure of the 
fluid coming from the tank, and also are less lable than 
pointed cannule to injure the urethral mucosa, or to cause 
paim. Needless to say that each cannula is boiled for ten 
minutes as soon as it has been used. 

I prefer to have the patient astraddle on a raised 
basin. I have given thousands upon thousands of such 


Fic. 3.—Janet Cannula. 


irrigations, and I cannot share Janet’s fears about the 
sitting position. Janet always irrigates the patient lying 
down. But patients do not feel at all the irrigation as 
given by me, and the position I advocate is more con- 
venient for the physician, who sits to the right of the 
patient. Again, the patient is much quieter when he can 
see exactly what is going to be done to him, and this is 
not possible when he les flat on his back. Finally, this 
position renders unnecessary all the special rubber, glass, 
or metal shields which are intended to protect the physi- 
cian against splashes, because the solution flowing out 
from the urethra falls down directly in the basin. These 
cannule, provided with special protective devices, have also 
another disadvantage that makes their use undesirable: the 
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handling is more difficult, and the physician works without 
seeing what he is doing. 

The irrigator is raised to about one and a half feet 
at the beginning of the irrigation; later the pressure can 
be increased about by one more foot. The physician 
steadies the penis in his left hand in such a way as to 
hold the glans between the thumb and forefinger, while the 
middle finger is placed under the lower wall of the urethra, 
supports the latter, and palpates it during the irrigation. | 
The glans first is washed; then the meatus is held gaping 
by the thumb and forefinger and freely irrigated. The 
tank is next raised about a foot higher and the jet of 
fluid allowed to enter the front part of the urethra, while 
the tip of the cannula is gently pressed against the meatus ; 
then, the tip being removed from the meatus, the fluid 
runs out of the canal. Of course, the longer the cannula 
is held pressed against the meatus the deeper the jet of 
irrigating fluid reaches into the urethra. Consequently the 
pressure at first must be kept up only for a very short 
time, so as to flush only the most anterior part of the 
canal; a little later, when it may be reasonably assumed 
that this part is clean, pressure on the tip is maintained 
for a little longer before the cannula is withdrawn, so as 
to flush a steadily increasing length of the canal; finally, 
all of the anterior canal, down to the cut off muscle, is 
irrigated. 

If the physician has acquired a certain proficiency in 
the technique of Janet’s irrigation, the tank can be raised 
to three and a half feet for the second half of the irriga- 
tion. But—and this is very essential—the middle finger 
of the left hand must stay during the whole procedure 


applied on the under surface of the urethra, to ascertain 
at first that the canal is not overdistended, and in the 
second part of the irrigation to make sure that the same 
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anterior canal is dilated to its maximum without any of 
the fluid forcing its way in the posterior portion of the 
canal. This maximum distention is the key to the regula- 
tion of the in and out flow of the liquid. As soon as the 
finger feels that the urethra is completely distended, pres- 
sure on the meatus with the cannula tip must be stopped 
at once and the fluid allowed to escape. ‘The essential 
condition of success in irrigations of the anterior urethra 
lies precisely in that continuous control of the degree 
of urethral dilatation to which attention must be paid 
from beginning to end of the procedure. As soon as 
the urethra feels tense, the cannula must leave 
the meatus.* 

The best irrigating fluid is a 1 to 4000 solution of 
potassium permanganate warmed to 104° F. This irriga- 
tion is given twice a day for at least a week, morning and 
evening, irrespective of the presence or absence of gono- 
cocci. During the second week we can either keep up the 
two daily irrigations or, if the search for gonococci is 
repeatedly negative, administer only one a day, with a 
1 to 2000 solution. In the third week we use a 1 to 1000 
solution, and during the fourth week, only one irrigation 
is given every other day. From the third week on, potas- 
slum permanganate may be replaced by solutions of albar- 
gin, argyrol, or any of the organic silver salts, varying 


* Everything that can be done by the gravity method of irriga- 
tion just described, can be done equally well with a large syringe of 
about 150 cc. capacity, to which a suitable tip of rubber, porcelain, 
or metal, properly sterilized, has been adjusted. This syringe even 
seems to us preferable to the gravity apparatus, because control of 
the distention of the urethra, the one absolutely essential point in the 
irrigation method, the sine qua nen condition without which the pro- 
cedure becomes painful and possibly dangerous, is insured not only 
by the finger of the left hand resting under the urethra, but also by 
the thumb of the right hand pressing on the plunger. With a little 
practice the thumb learns to appreciate very delicately how long the 
pressure may be maintained and when it must be discontinued. 
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in strength of from 1 in 4000 to 1 in 1000. It is even 
often advisable to switch to those solutions earlier, in the 
first two weeks, especially when the gonococci do not dis- 
appear. It is then logical to surmise either that the gono- 
coccus has become permanganate fast, so to speak, and 
does not feel its action any more, or that from the begin- 
ning we had to deal with a strain of gonococci refractory 
to potassium permanganate. In fact permanganate 1s 
often found to become again more active after another 
solution has been resorted to for one or two days. Should 
it be discovered, however, that the other solution kills the 
gonococci quicker in the particular case under considera- 
tion, it goes without saying that we must continue to 
use it.* | 

From what has just been said it is evident that the 
guiding element of the treatment of a case of acute gonor- 
rhea is found in a complete microscopical examination of 
the discharge. According to the findings of the latter 
the physician will modify the strength of the solution or 
change the nature of the irrigating fluid. Janet’s meth- 
odical irrigation treatment requires the constant attention 
of the physician in order that he may be able to adapt 
his tactics to- the shghtest modifications of the clinical 
picture, be it by increasing or decreasing the concentra- 
tion cf the solutions or by resorting to through irriga- 
tions of the urethra if it should become evident. that the 
inflammation has extended to the posterior part of the 
canal. Sometimes also—but this is rare—we may have to 


*It has been my experience, more particularly with the injection 
treatment in early cases of acute anterior gonorrheal urethritis, that 
a regular alternance of the solutions used is very beneficial and gives 
quicker results than the continued use of the same solution. Argyrol 
(10%) and protargol (0.5 to 1%) injections, followed, when the dis- 
charge subsides, by a few irrigations with weak (1 to 8000) potas- 
sium permanganate solutions, I have found a very efficient sequence, 
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discontinue irrigations altogether for a few days, if there 
is too much irritation. 

This brings up the question of the indications of the 
irrigation method. It can always be applied when the 
urethra is not in a state of hyperacute inflammation, as 
evidenced by swelling of the lips of the meatus, a hard 
and edematous condition of the canal appreciable by pal- 
pation, redness and infiltration of the foreskin and sur- 
rounding tissues. It may readily be noted that I place the 
lintits of applicability very far back. Naturally, as soon 
as the morbid process begins to involve the posterior ure- 
thra or the prostate, or an epididymitis sets in, flushing 
of the anterior urethra alone becomes both useless and 
harmful. 
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General Hygienic Rules in Acute Gonorrhea—Importance 
of a Good Suspensory Bandage—The Penoscrotal 
Angle—Value of Internal Medication in the Treat- 
ment of Gonorrhea. 

\ 

The treatment of acute anterior gonorrheal urethritis 
by means of irrigations gives decidedly better results than 
any other method, and I shall later have opportunity to 
adduce further proofs of this assertion. Among the 
formerly employed therapeutic measures which are those 
really able to hasten the subsidence of the urethral inflam- 
mation and to prevent complications. 

The patient himself can give great aid by his per- 
sonal hygiene. He must guard himself as much as pos- 
sible against physical overstrain and particularly abstain 
from riding, dancing and athletic exercises. A bland diet 
is also very useful: all peppery and salty foods, spicy 
sauces and condiments, pickles, mustard, horseradish, 
salads with vinegar are to be avoided. Baked apples and 
stewed plums or prunes insure a regular action of the 
bowels which is highly desirable. Free use of vegetables 
is recommended: spinach, cooked salad, cauliflower, car- 
rots; also farinaceous dishes, macaroni, noodles, rice and 
tapioca puddings, omelets and boiled eggs. 

The meats allowed are boiled beef, veal, chicken and 
broilers. Among fishes, trout, pike, turbot, are the best. 
Many bananas, grapes and peaches ought to be eaten at 
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dessert time and between meals. Alcohol under any form 
is absolutely taboo, as there cannot be the slightest doubt 
that it aggravates the inflammation and prolongs the dura- 
tion of the disease. Particularly harmful is the mixing 
of alcohol with hquids containing carbonic acid gas, as 
wine with charged or naturally sparkling mineral waters, 
or champagne, beer, whisky and soda. When social con- 
siderations impose the use of wine a little light Bordeaux 
wine mixed with twice its volume of plain water seems to 
be the least harmful. Any mildly alkaline or diuretic min- 
eral water may be taken freely. Those containing free 
carbonic gas must be rejected. Coffee, especially black 
coffee, has a very unfavorable action. The best drink is 
milk, occasionally diluted with very weak tea or a little 
cocoa; among other drinks raspberry juice, milk of 
almonds, water ices are allowed. As regards the amount 
of ingested fluids, I rather lean toward a decrease of the 
same, for the following reason: At least during the early 
stages of the disease I like to have the patients hold their 
urine from one injection or irrigation to the other, so 
that the urethral mucosa is continuously bathed, so to 
speak, in the disinfecting fluid. As already stated, if we 
do not squeeze forcibly the canal after an irrigation or 
injection, there always remains enough of the injected 
solution to insure a lasting disinfection of the mucosa, and 
inhibit the growth of the gonococcus.* 

I give much more consideration to the wearing of 
a good suspensory than is usually done. The suspen- 


* But, barring the comparatively small number of cases in which 
an abortive treatment seems to have some chances of success (see 
page 9), that is, in a great majority of the average cases of gon- 
orrhea as seen by the physician, copious ingestion of liquids seems to 
have many advantages; it lessens the concentration and the acidity of 
the urine and the irritation of the urethral mucosa, in so far as it 
depends on the latter cause. 
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sory not only plays an important part in the prevention 
of epididymitis, but also, if provided with a suitable valve- 
like adjustment, allows to place the penis in a_ position 
which I deem necessary for proper drainage of the canal 
and a favorable evolution of the morbid process. The 
accompanying sketch will enable me to elucidate this point, 
the truth of which is strongly supported by urethroscopic 
findings. 

At the point corresponding to the junction of the penis 
and scrotum the urethra exhibits a rather sharp angle, 
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which is called the peno-scrotal angle. Urethroscopic 
examinations of numerous cases of subacute and chronic 
urethritis have shown me that inflammatory lesions, puru- 
lent foci and infiltrations, very frequently develop in that 
particular point. This favorite location is accounted for by 
the fact that particularly abundant accumulations of pus 
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stagnate there, because the pus cannot readily flow around 
the peno-scrotal bend and drain outside. Further evidence 
is found in the fact that in many cases of acute gonorrhea, 
there is no spontaneous leakage of pus from the meatus 
as long as the penis is left in the natural hanging posi- 
tion, but large drops begin to ooze out as soon as the peno- 
scrotal angle is straightened by the lifting of the penis to 
the horizontal position. Therefore, the pus stagnates - 
much longer at the peno-scrotal angle and in the region ; 
of the urethra situated just back of it than in the other. 
segments of the canal. Consequently, it has more time to 
cause serious damage, all the more because, as a result of 
the kinking of the canal and of the defective position of 
most suspensories which are much too tight at that point, 
the blood supply and nutrition are deficient. A good sus- 
pensory must, therefore, hold the penis in such a position 
that the peno-scrotal angle is raised as high as possible. 
Some models in which the penis is applied diagonally, 
parallel with the groin fold, give a half satisfactory solu- 
tion of the problem: but there are other patterns that 
apply the penis directly on the anterior wall of the abdo- 
men, and these are to be preferred. This position of the 
penis has the further advantages of immobilizing the organ, 
of allowing the application of soothing dressings and of 
insuring a greater cleanliness of the patient. Again, by 
forcibly drawing the attention of the patient to the im- 
portance of cleanliness and proper position of the penis, 
we train him to be more careful than usual in the handling 
of the diseased organ, and thus diminish the chances of 
having gonorrhea carried to the eyes, or transmitted to 
other individuals by means of soiled underwear. 

Now comes a very interesting question: do internal © 
remedies reinforce local treatment, or even ought we to 
prefer mere internal medication to local treatment? The 
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drugs which to-day are prescribed, and for which an enor- 
mous amount of advertising is done, are all santal prepara- 
tions: besides ordinary santal oil, we have Gonosan (which 
in addition contains kava-kava), Santyl Knoll, Santal 
Midy, Carbosant, Santal Monal (with methylene blue), 
Arhovin, Arheol, etc. It is claimed for all these products 
that they do not give rise to any stomach or bowel dis- 
comfort, nor cause that unpleasant pain across the lumbar 


ic. 5.—Bergmann’s Suspensory. 


region so frequent after ingestion of plain santal oil. (In- 
cidentally, we may mention that that pain has nothing to 
do with congestion of the kidneys, but is of gastric or 
intestinal origin.) Judging from my experience, none of 
the above-mentioned preparations is a sure protection 
against those undesirable after-effects, but the intensity of 
ae latter may vary according to individuals. 

For a number of years 7 have comparatively sildied 
the course and results obtained with Janet’s method, simple 
internal medication, and injections with the urethral 
syringe, on which I shall have opportunity to dwell later 
on. ‘These comparisons, based on urethroscopic findings, 
show that under simple drug treatment, posterior urethri- 
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tis develops in 30 to 40% of all cases, prostatitis and 
epididymitis in 15%, and that 70% of the patients are not 
yet cured after two months. The lesions accounting for 
the failure of simple drug therapy are shown by urethro- 
scopic examination to be: in the anterior urethra, inflam- 
mation and suppuration in Littré’s glands and Morgagni’s 
lacune, incipient white infiltration, abscess formation, 
granular, raspberry-like patches of inflammation; in the 
posterior urethra, congestion and swelling of the mucosa 
and, sometimes, pseudo-membranous formations. 

~The irrigation method yields much better results: a 
proportion of only 7% of extensions of the morbid process 
to the posterior urethra; no epididymitis; 63% of all 
cases are cured within four weeks, and but 7% of the 
patients are still in need of treatment after eight weeks. 
Urethroscopy gives direct corroborative evidence as to the 
greater efficacy of the irrigation method. No cases treated 
by the abortive method are included in these figures. 

But I cannot agree with those authors* who want to 
give through irrigations of the anterior and posterior ure- 
thra in all cases of acute gonorrhea, even where there are 
no symptoms of implication of the posterior urethra, as 
the danger of contamination of this same posterior seg- 
ment by this procedure is undeniable. On the contrary, I 
want to warn very emphatically against washing the pos- 
terior urethra when there are no clinical symptoms of its 
involvement.t ‘The involvement cannot pass unnoticed if 


* Including Janet himself and most authors of the French school. 

+ However, among the cases of anterior urethritis treated by irri- 
gations, we find a certain number of patients in whom the tonic re- 
sistance of the cut-off muscle and of the membranous urethra is 
naturally so weak that liquids, even under the lowest possible pres- 
sure, pass directly into the posterior urethra and bladder. In such 
instance leakage in the posterior urethra is unavoidable, whatever 
the method of treatment employed; inevitable also is the development 


22 THIRD LECTURE 


any attention is paid to the course of the disease in the 
manner we shall set forth in one of the following lectures. 


of a certain degree of posterior urethritis. I believe it is best, in those 
cases, to start through irrigation treatment at once. There is less 
danger of contamination in the deliberate flushing of the posterior 
urethra with a large quantity of antiseptic liquid after the anterior 
urethra has been thoroughly flushed, than in the leakage of one or 
two drops of injection or irrigation fluid from the anterior urethra. 
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Prophylactic Value of Internal Medication in Anterior 
Gonorrhea—Syringes, Size and Shape, Injections. 


The method of treatment of acute uncomplicated an- 
terior gonorrhea which has been explained in the preceding 
lectures ought to take the place of the classical method 
and be the procedure of choice in all cases where external 
circumstances do not stand in the way of its correct and 
complete application. But if, for some reason or other, 
it is not possible for the patient to report once or twice 
a day to the office of the physician, we must, nolens 
volens, have recourse to another method of treatment, even 
if we know it is not as good. Internal treatment in 
the usual form of santal derivatives, gives, as already 
stated, insufficient results when used alone. There is noth- 
ing surprising about this fact if we bear in mind that all 
these santal preparations act on the inflamed mucous mem- 
brane through the products of their decomposition only 
during the passage of the urine in the anterior urethra. 
So far I know no other action of santal on the diseased 
mucosa of the anterior urethra has ever been proved. If 
we admit that the patient urinates about six times a day— 
a fair average when the bladder is normal—we can easily 
figure out that the total duration of the contact between the 
santal-loaded urine and the urethral mucous membrane is 
about three minutes every 24 hours. As, furthermore, 

23 


24 FOURTH LECTURE 


the products of the splitting of the santal are found in 
the urine in a diluted condition, we can realize how tri 
fling its action must be on the mucosa of the anterior 
urethra. 

In case of inflammation of the posterior urethra or of 
the bladder the influence of santal preparations is quite 
different, as, in those cases, santal-loaded urine bathes con- 
stantly the diseased mucous membrane and often remains 
for several hours in contact with some areas of the blad- 
der. The conditions there are much more favorable for a 
powerful action than in case of gonorrhea localized to the 
anterior urethra. In the latter cases I can grant to in- 
ternal remedies—santal, salol, urotropin—only a prophy- 
lactic value, and I prescribe them with the sole purpose 
in view to prevent as much as possible an extension of the 
process to the posterior urethra. In this regard they 
often prove valuable, just as rest, abstention from alcohol, 
etc., and the use of injections with the ordinary urethral 
syringe. 

If the physician decides to put in the hands of the 
patient one of these syringes he must give him careful 
and detailed instructions as to the way of handling 
it, and also the kind of syringe he must buy. Of par- 
ticular importance is that the point should not be sharp 
and not made of glass, as otherwise it might easily injure 
the mucosa with consequent inoculation of gonococci into 
the periurethral tissues and production of an infiltration or 
of an abscess. The end of the syringe must be provided 
with a blunt nozzle, like that of a Janet cannula, and be 
made of hardened or soft rubber. Such a shape presents 
also the advantage that only the very tip of the syringe 
is pressed against the meatus, and, consequently, the in- 
jection comes in contact with all the mucous membrane, 
while with a pointed cannula, the most anterior part of the 
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canal is kept from direct contact with the injected solu- 
tion.* 

Still more important is the size of the syringe. Much 
has been written on this subject, but it seems to me that 
the crucial point has always been missed, and that the 
question is not correctly propounded if it is limited to 
whether a large or a small syringe ought to be preferred. 
Some recommend syringes of 1.5 dram capacity, while 
others prescribe models of half an ounce or even an ounce. 
The latter claim that the normal anterior urethra in the 
male contains much more than 1.5 dram, and that, when 
a small syringe is selected, the mucosa is not sufficiently 
flattened out and unfolded and, consequently, the solution 
does not penetrate all recesses and folds. Therefore, 
syringes of half an ounce or an ounce must be resorted to 
in order effectively to reach the gonococci in all their 
nests. I readily admit that often the anterior urethra. in 
the male holds more than half a dram. According to the 
measurements made by me by means of Janet’s irrigations 
—and these are the only reliable, as I shall show farther 
on—there are indeed a great number of cases in which 
the capacity of the anterior urethra reaches 2, 2.5 or 4 
drams; less often we find 5 drams, and figures above the 
latter are exceptional. However, all these measurements 
do not mean much, because they do not take into account 
the fact that the capacity of the urethra is very variable 
with the degree of swelling of the mucosa, and the latter 
depends on the acuteness of the inflammation, which can- 
not be estimated from the findings of outside inspection. 
If, for instance, at the beginning of the inflammation we 


“* However, a more or less pointed cannula is often a necessity in 
case of hypospadias in which the meatus, besides being situated in a 
position where a blunt tip cannula could not be applied to it, is gen- 
erally very narrow. 
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find a capacity of 1.5 dram, we can very often, as the 
inflammation extends, note a falling of this figure to 1 
dram and, conversely, when the inflammation subsides, an 
increase to 1.5, 2 or 2.5 drams. I have seen cases in 
which the capacity was reduced in the most acute stage 
to 114, drams and went up progressively to 4 drams. If 
we wanted to gauge exactly the volume of the injection 
on the capacity of the urethra, we should have to measure 
the latter at least once a week, in order to do away with 
the danger of carrying germs in the back part of the ure- 
thra through leakage of the injection fluid therein. This 
leakage occurs very easily with the small injection, con- 
trary to what happens with the irrigation. Under the 
pressure of the syringe piston, the fluid enters the pos- 
terior urethra even before the anterior urethra is dis- 
tended to its maximum capacity. And gonococci go 
with it.* 

When circumstances compel me to resort to the method 
of hand injections I prefer to have the patients inject too 
little than too much. I make them inject not more than 
1 or 1.5 dram during the first week and allow them to 
use from 1.5 to 2.5 drams only when the acute inflam- 
matory symptoms have subsided. Still larger quantities 
are permissible only when all inflammation has disap- 
peared. The cases that prove refractory to those amounts 
require active interference on the physician’s part. At 
least, if we proceed in this manner, we may rest assured 
that the danger of extension of the disease to the pos- 
terior urethra is reduced to a strict minimum, and this, in 
ny opinion, is the main point, as involvement of the pos- 


* This is the real disadvantage of the injection treatment; it ex- 
plains why in average dispensary patients, and, in fact, in all those 
who have no training in the use of hand injections, simple drug treat- 
ment gives about as good results and, perhaps, fewer complications. 


FOURTH LECTURE 27 


terior urethra opens the door to all sorts of complications 
and is always a very material aggravation of the con- 
dition. | 

For the same reason I am unalterably opposed to the 
introduction by the patient himself of medicated bougies 
of whatever composition, as this is sure to result in the 
development of a posterior urethritis and cystitis, and 
not infrequently an acute prostatitis or epididymitis. Be- 
sides, I remain unconvinced of the practical value of 
those bougies, whatever praise they may receive in some 
quarters. 

In conjunction with this injection treatment, which 
unfortunately often becomes an unavoidable makeshift, we 
have to consider the question of how long the solution 
must be kept in the canal. Personally I object to any 
injection that is retained for more than 5 minutes. I have 
not been able to observe any improvement in the results 
when the time was lengthened to 15 or even 30 minutes. 
But, on the contrary, such a prolongation noticeably 
raises the percentage of posterior infections. This is read- 
ily explained by the weakening, after a while, of the sphinc- 
teric action of the cut-off muscle which is kept too long 
under tension. This condition of muscular fatigue is 
often attended by twitching of the sphincter; thereby is 
produced an aspiration of the fluid, and of the therein 
contained gonococci, into the posterior urethra. 

The choice of the solution to inject is dictated by 
the more or less acutely inflamed state of the canal at the 
time of treatment, as shown by the mucous or mucopuru- 
lent character of the discharge and its gray-greenish color. 
In the first case (mucous discharge) it is permissible to 
resort to stronger solutions, while I would advise milder 
remedies in the latter. To enumerate all the solutions that 
can be, and have been employed would lead much too far 
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for the size of this little book, and it is by no means neces- 
sary to have such a rich therapeutic armamentarium. In 
the treatment of gonorrhea much depends on the manner a 
drug is used. I shall, therefore, mention only a few. 

To the more “biting’’ agents, which call forth a marked 
desquamation of the urethral mucosa belong: albargin, 
which I prescribe in strengths varying from 0.5 to 1 
in 1000; protargol, which is still more irritating and which 
is used in dilutions of 14 of 1% in the beginning, of 14 
to 1% later. To the milder injections, to be preferred in 
the earlier stages, belong: Mercury oxycyanate, 1/4000 
to 1/2000; argyrol, 5 to 25% or even more. When the 
inflammation is on the wane, zinc sulphocarbolate, 1/3 of 
1%, or zine sulphate, 4% of 1%, or potassium permanga- 
nate, 44 or 1 in 1000, prove useful. I do not think it 
necessary to dwell at greater length on all the newer 
drugs, the penetration power of which is so extolled by 
their manufacturers, because I remain slightly skeptical 
about the reality of this much touted penetrating ac- 
tion, and I am convinced that we can kill the gonococci 
that are found on the surface of the mucosa with remedies 
that are less injurious for the latter. We must, indeed, 
always remember that we must get rid of the gonococci 
and allay the inflammation only with those substances 
that least damage the mucous lining.* 

It might seem that I have devoted to the question of 
hand injections an amount of space out of proportion with 
the scope of this work. The justification of this will be 
found in my sincere conviction that a greater number of 


* The urethra is not a test-tube (Chetwood); the harmlessness of 
a drug for the anatomical elements and the non-interference with 
hyperemia and normal phagocytosis, are indeed more important for 
the disappearance of gonococci than its antiseptic properties and so- 
called penetrating power. 
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the inflammations of the posterior urethra have their 
origin in a defective treatment of the diseased anterior 
urethra, and particularly in an injudicious choice and in- 
correct application of the hand syringe than in any other 


cause. 
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Acute Gonorrheal Involvement of the Posterior Urethra 
and of the Bladder—Two- and Three-Glass Tests— 
Irrigations of the Whole Urethra: Technique and 
Solutions—Treatment of Cystitis by Internal Medi- 
cation—Diet. 


Acute gonorrheal involvement of the posterior urethra 
and that of the bladder may be considered together from 
the therapeutic standpoint, all the more because very often 
both coexist, and it is not always easy, in a particular 
case, to decide whether the morbid process is limited to 
the posterior urethra or has encroached on the vesical 
neck. 

Sometimes we may be led to the suspicion that gonor- 
rhea has extended from the anterior to the posterior urethra 
solely because the patient is not doing as well as he should 
were the anterior urethra alone affected; when, for in- 
stance, gonococci persist in the discharge despite regular 
and correctly administered irrigations of the anterior part 
of the canal, and no extraurethral focus is demonstrable in 
the same anterior part, or when frequency of micturition 
sets in despite the fact that the urine remains clear. As : 
rule, however, involvement of the posterior urethra will 
hardly escape detection by an attentive observer. It must 
be an invariable rule to submit the patient, at each call, to 
the two-glass test. 

The patient nrust hold his urine for several hours be- 
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fore he comes to the office.* He is told to urinate in two 
glasses; in the first he must pass about six ounces; it does 
not matter if the amount passed in the second is but small; 
this is necessary to insure a sufficiently thorough flushing 
of the anterior urethra by the urine of the first glass. 

Broadly speaking, posterior urethritis is present not 
only when both glasses are cloudy, but also when the sec- 
ond urine, though clear, contains shreds. If the first glass 
alone is turbid or shows shreds, it is likely that the anterior 
urethra is solely affected.| To detect cystitis, we have at 
our disposal the three-glass test; if all three specimens are 
turbid, the existence of vesical inflammation is probable; 
if the last is clear and the two first cloudy, posterior ure- 
thritis is the correct diagnosis. 

It cannot be gainsaid that the two- and three-glass 
tests have their shortcomings and are not possessed of a 
mathematical accuracy in all cases. If, however, they are 
taken in conjunction with the other clinical evidence, care- 
fully weighed, they afford the practitioner, in an immense 
majority of cases, valuable information. They are very 
simple differential diagnostic tests and, therefore, can be 
applied under all circumstances. In order to minimize 
chances of error, we must always bear in mind the possibil- 
ity of a prostatic participation; if our suspicions are 
aroused in the least, we must massage the prostate and 
examine its secretion under the microscope. 

Clinically speaking, as soon as frequency of micturition 
sets in, it may be taken for granted that gonorrhea has 


* Patients must be told to do it; else they are very liable to empty 
their bladder just before reporting to the physician. 
_ + This is true in acute, but not in chronic, cases, in which the 
presence of shreds in the first glass alone by no means excludes the 
possibility of the existence of a lesion of the posterior urethra or of 
the prostate; on the contrary, as will be said later, most of the cases 
of chronic urethritis depend on the presence of such a lesion. 
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extended from the anterior to the posterior urethra. Very 
intense and painful frequency is highly suggestive of blad- 
der mvolvement. If, besides frequency, there is an irresist- 
ible desire to defecate and a feeling of pressure and full- 
ness in the rectum, we have to deal with an acute prostatitis. 

As soon as the diagnosis of posterior urethritis is 
made, through irrigations of the whole urethra are indi- 
cated, provided the inflammatory phenomena are 
not too violent in the posterior urethra; * pro- 
vided, especially, that the frequency is not too marked. 
In all cases, internal medication by means of urinary anti- 
septics must be resorted to. It is advisable to prescribe 
high doses, 50 to 80 drops, of santal oil per diem, or the 
corresponding amounts of santyl, gonosan, salosantal, etc., 
or salol, 15 grains three times a day, or urotropin, 7.5 
grains three times a day, etc. But here also I attach more 
value to local irrigation treatment than to anything else. 
The great advantage of through irrigations of the urethra 
and bladder is that we can bring the whole lower urinary 
tract under the curative influence of the solutions without 
having to introduce a catheter,t+ if we follow Janet’s tech- 
nique, which I shall presently describe. 

It is necessary, to administer such an irrigation, to 
overcome the resistance of the external sphincter. This 
aim can often be reached by simply raising the irrigating 
tank of from + to 5 feet above the level of the pelvis of 
the patient. The latter can assist in the relaxation of the 


* This is a restriction of prime importance, non-observance of 
which may lead to unpleasant consequences. In fact, most of the ob- 
jections raised against the use of through irrigations in acute posterior 
urethritis are justified only in the cases in which this warning is dis- 
regarded. 

+ Irrigations by means of a small catheter have been advocated, in 
acute gonorrhea, by several authors; they do not seem to have any 
appreciable advantages. 
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cut-off muscle by straining as if to urinate while the col- 
umn of liquid is pressing on the sphincter; thereby opening 
the latter and letting the solution in. If these attempts 
are not successful, we try by talking to the patient 
to divert his attention from what is going on, whereupon, 
oftentimes, the sphincter suddenly gives way and the fluid 
goes in freely. Usually the patient learns after a few 
irrigations how to open his sphincter and to give an unob- 
structed passage to the solution. To shorten that “learn- 
ing’ period, I believe it is advisable, for the first irri- 
gations, to render the procedure absolutely painless by 
anesthetizing the whole canal. This is effected by first 
injecting, before the irrigation of the anterior urethra, 
about 1 dram of a 1 in 300 solution of alypin in the an- 
terior urethra, then washing the latter with a pint of hquid, 
and finally injecting again the same amount of the alypin 
solution; the latter, however, is not allowed to escape; the 
irrigating cannula is immediately applied on the meatus so 
as to hold this last injected alypin solution in the urethra. 
In this way a certain amount of alypin goes into the pos- 
terior urethra and sufficiently anesthetizes it to make less 
painful the irrigation of this very sensitive part. I use 
in all about a pint of solution for the irrigation of the 
posterior urethra and bladder. As soon as we feel that 
the bladder contracts we must withdraw the cannula and 
let the patient urmate what has gone in. 

A few other points are well worth mentioning, as their 
observance decidedly facilitates the introduction of the so- 
lution in the bladder. The cannula must not be held so that 
the liquid strikes against the lateral wall of the canal, 
but in such a way that the jet is directed straight on the 
point where the walls of the urethra converge, which point 
corresponds to the central figure of a urethroscopic picture. 
In other words, the stream of fluid must follow exactly 
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the long axis of the urethra and not make any angle with 
the latter. 

The temperature of the solution also markedly influ- 
ences the ease with which through irrigation is carried 
out. It cannot be stated offhand that warm solutions go 
in easier than cold, or vice versa. When difficulties are 
encountered in any given case, we must endeavor to find 
what is the most suitable temperature for this particular 
case. In many patients the spasm of the sphincter yields 
when we use a lukewarm or warm solution; others prove 
more obstinate and the sphincter opens only when we raise 
the temperature of the irrigation to 115° or 120°. The 
degree best for a majority of cases is 104°. 

The choice of the drug and of the strength of the solu- 
tion is regulated not only by the action of the drug itself, 
but also by the relative intensity of the painful reaction 
it induces in the posterior urethra. Silver nitrate, pro- 
targol, and many other good antigonococcic substances, 
cause a very distressing tenesmus that often persists for 
a long time. The same unpleasant effect, though in a 
lesser degree, is noted with albargin, potassium perman- 
ganate, mercury oxycyanate, even in dilute strengths. The 
only substance which, so far, in my hands has never occa- 
sioned tenesmus is argyrol. This is used in the posterior 
urethra in solutions of from 1 in 4000 to 1 in 2000. It 
must be conceded that only a certain percentage of cases 
of gonorrhea are benefited by argyrol, while others re- 
main absolutely uninfluenced. Consequently, when re- 
peated argyrol irrigations do not bring about any im- 
provement, it is advisable to substitute for it a 1 to 3 in 
10000 solution of potassium permanganate or a 1 to 2 in 
10000 solution of mercury oxycyanate. It is remarkable 
how patients react differently with different substances. 
One will stand a permanganate irrigation without any un- 
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pleasant sensation, while another will suffer terrible pains 
after an identical procedure. My experience is that, next 
to argyrol, mercury oxycyanate is the best tolerated solu- 
tion. It must, however, also be said that the same solution 
in the same patient may be painless once, and very painful 
the next time. 

A great leeway, therefore, is left, both in the choice of 
the remedy and the concentration of the solution, in order 
appropriately to cope with these contingencies; the pain 
provoked by the lavage and the efficacy of the substance 
employed are the two guiding elements to determine, in any 
given case, whether a change is necessary or not. Col- 
largol (1 in 5000 to 1 in 1000) is often well borne and 
efficient, especially when cystitis is present.* 

It goes without saying that if spontaneous pain and 
frequency are already marked, as often happens when the 
disease begins to involve the neck of the bladder and the 
bladder itself, all local treatment must be discontinued and 
its resumption postponed until these symptoms have sub- 
sided. Meanwhile, rest in bed, a light, bland diet and 
hot applications on the bladder region (flaxseed poultices 
are the best) will be prescribed. Besides, internal remedies, 
such as salol, urotropin, helmitol, or santal preparations, 
are indicated. ‘The pains and torturing dysuria will be 
relieved by morphin or opium suppositories. I have had 


*T have obtained satisfactory results in acute and subacute pos- 
terior urethritis with a procedure which is simply an extension of 
the argyrol method described on page 24. The patient is first 
given a thorough anterior injection with 10% argyrol, which is re- 
tained for 10 minutes, so as to insure as good as possible a surface 
disinfection of the anterior urethra. Then a gum elastic, olive 
tipped, instillation catheter is pushed very gently till its point 
reaches just beyond the cut-off muscle. The posterior urethra is 
then filled with about a dram of the same argyrol solution. This 
may be retained by the patient for several hours. The important 
points of technique are utmost gentleness and not going far be- 
yond the external sphincter. 


36 FIFTH: LECPURE 


satisfactory results from suppositories containing 15 grains 
of antipyrin and one-half to three-quarters of a grain of 
extract of opium, one in the morning and one at night. 
In all those cases care must be taken to insure regular 
action of the bowels. 
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Acute Prostatitis—Diffuse Parenchymatous and Interstitial 
Prostatitis—Glandular Prostatitis—Prostatic Mas- 
sage—Intramuscular Injections of Electrargol— 
Spermatocystitis. 


Acute prostatitis develops very easily in posterior ure- 
thritis, either spontaneously, or following breaking of the 
rules by the patient (riding, traveling, coitus, masturba- 
tion), or as a result of improper treatment, particularly 
introduction of sounds. I cannot go into the detail of the 
subdivisions that have been established by pathologists 
among prostatic inflammations, however well justified these 
divisions may be founded from the anatomical standpoint. 
Therapeutically speaking, we establish a broad distinction 
between inflammations localized to the glandular elements 
of the prostate and their excretory ducts, and inflamma- 
tions involving all the tissues of the gland. The first are 
called catarrhal or glandular prostatitis, or, when the 
excretory ducts are plugged, follicular prostatitis; the 
second are designated by the name of diffuse interstitial 
and parenchymatous prostatitis; the latter type may also 
lead to abscess formation. 

The catarrhal or glandular type is the most frequent 
and mildest, and can develop unnoticed in the course of 
every case of posterior urethritis. When through irriga- 
tions of the urethra do not bring about any improvement, 
we must always remember the possibility of the existence 

on 
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of glandular prostatitis; then we perform a rectal exam- 
ination and examine the prostatic secretion. In order that 
this latter examination may give a conclusive result, the 
patient, before the massage, must void the greater part 
of the urine contained in his bladder, so that pus cells or 
gonococci coming from the urethra should not get mixed 
with the prostatic secretion and become a source of error. 
It is even safer before the massage to wash the canal with 
a weak disinfecting solution, of 1 to 10000 potassium per- 
manganate, for instance. It is advisable to leave the pros- 
tatic secretion intended for microscopical examination ex- 
posed to the air to dry spontaneously and slowly. Gono- 
cocci are demonstrable in the prostatic secretion in all cases 
of catarrhal prostatitis. 

Rectal examination findings give the necessary cor- 
roboration, as we cannot be guided solely by clinical symp- 
toms, pains in the posterior urethra, increased frequency, 
etc. In simple catarrhal glandular prostatitis the pros- 
tate feels absolutely normal, and is not enlarged; in fol- 
licular prostatitis the gland is not enlarged either, but 
separate small nodes, hard and tender on pressure, are 
detected by the palpating finger. 

Diffuse parenchymatous and interstitial prostatitis is 
generally easier to diagnose. The urethral discharge stops; 
the frequency and pain on micturition markedly increase 
and the patient complains of a sensation of fullness in 
the rectum and anal region. When the lesion extends 
peripherally, difficulty of micturition becomes marked, com- 
plete retention may even supervene; the sacrum, the bones 
of the pelvis, the upper part of the thigh and the penis 
are the seats of violent, excruciating, referred pains. The 
general condition is impaired, and made still worse by 
painful erections and pollutions. Under those circum- 
stances the first principle of treatment is to refrain from 
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all active local procedure, particularly of irrigations of 
the urethra and of prostatic massage. Complete rest in 
bed, a light, bland diet, hot applications under the form 
of poultices on the suprapubic and rectal region, and two 
or three daily sitzbaths (95°-115°) will be prescribed. 
Each bath must last half an hour. These hot applications 
have a very favorable influence, not only on the morbid 
process itself, the resorption of which occurs quicker and 
more smoothly, but also on the pains which they markedly 
relieve. I deem the use of cold applications decidedly 
prejudicial. Great attention must be paid to regular 
bowel evacuation. Besides a laxative diet, mild cathartics, 
such as rhubarb or phenolphthalein, are prescribed. If the 
pain is violent, immediately resort to the opium and anti- 
pyrin suppositories, whose formula I have already given 
(see page 386) and which are very active. When the 
pain becomes less acute, these suppositories can be replaced 
by others containing substances that at the same time 
hasten the resorption of the inflammatory condition, such 
as ichthyol or thigenol, 5 grains; opium extract, 14 or 34 
grain; cocoa butter, q. s. for one suppositery. Two such 
suppositories can be used every day. Collargol supposi- 
tories, the introduction of which is preceded by a thor- 
oughly cleansing enema, are also very efficient. The for- 
mula is: Collargol, 8 to 15 grains; talcum, 8 to 15 grains; 
cocoa butter, 4 to 5 drams, for 10 suppositories. When 
the pain has altogether subsided and the frequency has 
decreased, heat can be applied directly on the diseased 
prostate by means of devices such as those represented in the 
accompanying figures. The apparatus selected must have 
a wide curve; it is well oiled and carefully inserted into the 
rectum, so that the prostate rests in its concavity. Then 
1 or 2 quarts of water (at a temperature of from 90° to 
110°, according to the susceptibility of the patient) is 
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sent through the instrument. ‘This warm water does not 
come directly in contact with the rectal mucosa; it simply 
runs in and out of the instrument. We must not forget 
copiously to anoint the anal region with vaseline, as the 


Fic, 6. 


skin is still more sensitive to heat than the rectal mucous 
membrane. 

All these therapeutic measures may be supplemented 
with very prudent injections of gonococcus vaccine after 


the acme of the acute symptoms has been passed, or after 
the pus has found an outlet in the urethra. I shall devote 
a special lecture to the use of serums and vaccines in gonor- 
rheal affections; I want only to state here that their action 
in gonorrheal conditions of the prostate is not established 
beyond dispute: but in many cases they seem to strengthen 


the other therapeutic measures. In every case of diffuse 
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parenchymatous and interstitial prostatitis the vaccine 
must be used only in small doses, and the reaction must 
be watched very closely before a second injection is given. 
We begin with injections of two million dead germs and 
go very slowly up to ten millions. 

In cases of diffuse and severe prostatitis with high 
fever and considerable swelling of the gland, I have ob- 
tained very good results from intramuscular injections of 
30 to 75 minims of electrargol suspension, administered 
once or twice a day. 

If a fluctuating collection is felt under the surface of 
the prostate, operation is indicated to evacuate the pus. 
The abscesses situated more centrally and nearer the ure- 
thra generally open into the latter under simple expectant 
treatment.* 

The last therapeutic measure to mention in the chron- 
ological order is prostatic massage. The latter must 
not be resorted to before the prostatic tumefaction has 


* However, this spontaneous opening of prostatic abscesses into 
the urethra frequently is insufficient to insure proper drainage; there 
persists a cavity which refills more or less rapidly, and periodically 
empties itself into the canal; such a cavity can remain indefinitely 
and be the origin of countless gonorrheal relapses. Whenever a pus 
collection of any appreciable size can be diagnosed in the prostate, 
operation is by far the best treatment. 

The old method of bursting a prostatic abscess by means of a full- 
sized sound introduced in the urethra is unreservedly to be con- 
demned. The operation most in favor in America is the Alexander 
operation, consisting of external urethrotomy, introduction of the 
finger in the prostatic urethra, breaking of all tracts that impede free 
drainage, and insertion of a perineal tube. In other countries the 
preferred route is that through the posterior surface of the gland 
after the latter has been bared, as in the first step of perineal pros- 
tatectomy. Both operations are good. 

Rectal incision of prostatic abscesses is a blind and obsolete pro- 
cedure. It is also unwise to wait for rectal fluctuation before deciding 
on surgical interference. Prostatic abscesses start alongside the 
urethra and do not give rise to rectal fluctuation before the pus has 
reached the posterior surface of the gland and, generally, invaded the 
periprostatic tissues. 
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completely gone down, and the inflammatory foci have 
already begun to undergo resorption. 

Prostatic massage performed even gently, in the acute 
stage, or too vigorously in any stage of acute prostatitis, 
may have very unpleasant results, such as the development 
of an epididymitis or of fresh foci in the other lobe of 
the prostate. When indicated, it must always be given 
with the indicator finger covered with a well-lubricated 
rubber finger cot. I absolutely reject all instruments, 
metallic fingers and others of like nature, that have been 
proposed as substitutes. The finger alone is able to give 
at every moment accurate information concerning the con- 
sistency of the part of the prostate that is being mas- 
saged, and such information is really of prime importance 
to guide the physician as to what points he ought to mas- 
sage moderately, what others, on the contrary, he only 
ought to rub gently and superficially, and finally as to 
where, in chronic cases, he must squeeze energetically so 
as to effect a complete expression of the contents of the 
gland. 

Of course, let us say it once more, such a vigorous 
squeezing has no place in acute diffuse prostatitis. It can 
be resorted to only when all the symptoms have subsided 
and the prostatic swelling has gone down, so that there 
remain only small, separate, infiltrated nodes.* 

Prostatic massage ought never to be given when the 
bladder is completely empty, and it must always be followed 


* Prostatic massage, as well as rectal palpation of the prostate, 
is made much easier and much more accurate if the left hand is kept 
above the suprapubic region, and steadies the prostate by pressure 
exerted on the base of the bladder. This bimanual process is par- 
ticularly useful for the massage of the seminal vesicles; it becomes 
absolutely necessary if the physician’s finger is short, the perineum 
thick, and the base of the prostate high. 
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by a through irrigation with a mildly disinfecting solu- 
tion, preferably mercury oxycyanate, 1 or 2 in 10000. 

Prostatic massage is earlier indicated in glandular and 
follicular prostatitis than in the diffuse forms. The same 
is true of the resumption of local treatment generally, all 
the more because in these cases the inflammatory symptoms 
are very often mild or altogether absent. Again, in those 
cases we can begin earlier the vaccine treatment and increase 
quicker the dosage than in diffuse prostatitis. We shall 
begin at once with 5 millions and, provided no marked 
reaction occurs, go up in a short time to 10, 15 and 20 
millions; in subacute cases we may give as high as 50 
millions. 

All that has been said about the therapy of prostatitis 
also holds good for the treatment of inflammation of the 
seminal vesicles. The diagnosis of gonorrheal spermato- 
cystitis is made from the findings of rectal palpation and 
of microscopical examination of the secretion obtained by 
firm pressure exerted on the vesicles from above down- 
ward. 
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Epdidymitis—Electrargol Treatment—V accine 
T'reatment. 


Inflammation of the epididymis is a complication of 
gonorrhea that is only exceptionally observed when the 
patient obeys the hygienic rules of treatment, and the 
irrigation method is correctly employed. We see it chiefly 
in patients who do hard work without wearing a suspen- 
sory, and in those who, despite their condition, indulge in 
sexual intercourse or masturbation, or ride, dance, or do 
not give up athletic sports, etc.; also in those who admin- 
ister to themselves urethral injections, and inject either 
too quickly or too large a quantity at one time; finally, in 
those who attempt to cure themselves by simple ingestion 
of drugs. ‘These remarks contain the whole prophylaxis 
of epididymitis in a nutshell. Indeed, in quite a number 
of years, I have never seen a case of epididymitis super- 
vene in a patient I have treated from the outset with irri- 
gations. Urethral irrigations given by the physician him- 
self are the best prophylactic against epididymitis. 

Another important factor in the prevention of epidi- 
dymitis is the wearing of a well-applied suspensory which 
really supports and suspends the testicles in the erect po- 
sition of the body. ‘Too often we find the suspensory fitted 
in such a way that the bag hangs loose around the testicle 
and epididymis; naturally no benefit can be expected under 
those circumstances. Care must always be taken that the 
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testicle and epididymis are efficiently and really lifted up- 
ward, and carried by the suspensory, which, if need be, 
will be well padded with cotton. 

When the epididymis inflammation has already set in, 
the first therapeutic measure must be complete rest of the 
affected organ, by means of a good suspensory; this mark- 
edly relieves the pain and to a certain degree prevents 
extension of the morbid process to the other epididymis. 
The Langlebert type of suspensory is particularly well 
adapted for this purpose. 

Up to a few years ago the treatment of gonorrheal 
epididymitis was limited, in its main lines, to the wearing 
of a suspensory, rest in bed, if necessary, a bland diet and 
local applications of warm or cold, or even ice cold, com- 
presses. I want emphatically to warn against the use 
of ice-cold applications, because they slacken too much 
the resorption of the morbid process and make it incom- 
plete, so that, in case of double epididymitis, sterility is 
the absolutely unavoidable outcome. Warm applications 
or hot flaxseed poultices give decidedly better results. But 
if the treatment is restricted to these means, the inflamma- 
tory process in most cases will run its full course, the 
epididymis will get more or less swollen until a maximum 
is reached, at a cost to the patient of agonizing pain and 
many sleepless nights; weeks will elapse before the inflam- 
mation ceases and the patient is able to resume work. More- 
over, in practically the totality of the cases, large and hard 
nodes persist in the epididymis, so that the functional ca- 
pacity of the corresponding testicle will be put in serious 
jeopardy, and, if the epididymitis was bilateral, perma- 
nent sterility almost always ensues. 

_ It may easily be seen that the so-called classical, time- 
honored therapy, which I have just described, cannot hold 
rank among particularly successful methods of treatment. 
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Tapping of the affected epididymis seems to many au- 
thors to give better results; but, personally, I have been 
unable to convince myself of the advantage of this pro- 
cedure. 

In my opinion, a satisfactory treatment of epididymitis 
must not aim so much at securing the quickest possible 
subsidence of the pain and of the fever, if any, as at short- 
ening to strict minimum the duration of the inflammatory 
process, thus reducing to a few days or to nothing at all 
the loss of earning capacity. Furthermore, a really sat- 
isfactory treatment of epididymitis ought to bring about 
a restitutio ad integrum of the diseased organ, from the 
anatomical as well as from the all-important functional 
standpoint. Tapping or aspiration have not, so far, ful- 
filled these desiderata, as after them pains often persist; 
neither is the duration of the inflammatory process 
abridged; nor is the final outcome favorably influenced, 
since the development of large, dense, irregular infiltra- 
tions is not avoided. 

There was but one step between the idea of inserting a 
needle in the diseased epididymis and aspirating, and that 
of injecting directly into the inflamed tissues solutions 
which can kill gonococci, and thus obtain that shorten- 
ing of the inflammatory process, which alone can prevent 
sterility of the testicle by doing away with the formation 
of new connective tissue and consequent blocking of the 
lumen of the epididymis tube. After various encouraging 
attempts with silver nitrate, protargol and collargol,. I 
finally selected electrargol, which had already been used 
by Hamonic for this purpose. Electrargol (Clin) is a 
perfectly clear pseudo-solution, containing very minute, 
ultramicroscopic, particles of colloidal silver, prepared by 
the action of the electric spark passing through distilled 
water between two silver plates. This electrical colloidal 
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silver differs from colloidal silver prepared by chemical 
processes ; and its peculiar physical condition seems to pos- 
sess a really great importance as regards its action on dis- 
eased tissue, all the more because colloidal silver does not 
act only by virtue of its germicidal properties, but also by 
its catalytic power. 

A small area of skin is disinfected with tincture of 
iodine: the latter, when applied with a brush, has the ad- 
vantage of insuring a painless disinfection, which it would 
not be possible to secure with any other method. A sharp 
and fine needle is inserted into the epididymis, and 15 to 30 
minims of electrargol are injected into the organ. Imme- 
diately after the injection many patients complain of 
exacerbation of the pain, others of pains radiating in the 
groin, which may persist for 15 or 30 minutes. A sup- 
pository with half a grain of morphin or a subcutaneous 
injection of 4% of a grain of morphin promptly relieves 
these pains. Simultaneously, there is often noticeable a 
shght increase in the swelling of the inflamed epididymis, 
which, however, goes down in 12 or 24 hours. <A few hours 
after the electrargol injection the pain has altogether dis- 
appeared, or is only shght and easily bearable, while at 
the same time there is a feeling of local relaxation and gen- 
eral relicf. In a certain proportion of cases, one injection 
is enough to abort the whole inflammatory process. This 
depends chiefly on the stage the disease has reached when 
we start treatment: the earlier the electrargol injection is 
given, the better the result. If the epididymitis just be- 
gins, if the tissues surrounding the swollen and tender 
epididymis are still freely movable, a single injection is 
enough to bring the condition to a standstill; 24 hours 
later there 1s no more tenderness on pressure; 3 days after 
the injection the epididymis has resumed its normal shape. 
Many cases in which I was able to carry out this abortive 
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electrargol treatment have recovered without formation 
of any infiltration whatsoever. In many cases the other 
epididymis contained big, hard lumps, remnants of a pre- 
vious inflammation which authorized the belief that the 
epididymis canal of that side was blocked. I have been 
able, when the inflammatory condition had subsided after 
electrargol injections, to demonstrate the presence of sper- 
matozoa in the semen. his is conclusive proof that elec- 
trargol injections in the early stage of the disease insure 
recovery with the least delay, without production of con- 
nective tissue infiltration, and without impairment of func- 
tion. ‘They must therefore be resorted to early, even when 
the swelling and pain are slight. 

In the more advanced stages of epididymitis, when 
the epididymis itself is markedly swollen, the surrounding 
tissues infiltrated and edematous, the skin smooth, shiny, 
and tense, one injection of electrargol naturally is no lon- 
ger sufficient ; but the first injection already brings about 
a notable improvement. In those cases there occur fre- 
quently, after the injection, boring pains, radiating in the 
inguinal region, but these pains subside in a few hours, to 
give way to the usual relaxation and relief, and they do 
not reappear. However, in these advanced cases we must 
make a second injection after 24 hours, and a third one 
still 24 hours later. Only in very obstinate cases, and 
even then very exceptionally, do one or two more injec- 
tions become necessary. As a rule, even in severe cases the 
electrargol treatment enables the patients to return to work 
on the fourth day. This reduction to a minimum of the 
loss of earning power is one of the great advantages of 
the method. Instances of inability to work during three 
or four weeks are never observed after its use, and these 
were by no means uncommon with the formerly approved 
methods of treatment. The anatomical restoration is also 
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much more complete. ‘There are none of the fibrous in- 
filtrations so frequent after the time-honored expectant 
treatment. Even in the exceptional cases, where the sub- 
sidence of the swelling takes several weeks, the epididymis 
resumes its normal form. In those more severe cases it is 
also advisable to favor the resorption of the infiltration, 
after disappearance of the acute symptoms, by the appli- 
cation of hot poultices, warm sitz baths, elastic compres- 
sion, passive hyperemia, etc. I have already referred to 
those cases of previous blocking of the other epididymis 
that enabled me to furnish actual proof of the patency of 
the canal after electrargol treatment. 

A “critical” fall of temperature soon follows the initial 
thermic ascension often noted after electrargol injections. 
All these facts are sufficient to establish the superiority 
of the electrargol treatment over the expectant method. 

Another method that also gives good results, even if 
it does not possess the really abortive value of the elec- 
trargol process, is the subcutaneous or intramuscular in- 
jection of gonococcus vaccine. As the next lecture will be 
all devoted to the serum and vaccine therapy of gonorrheal 
conditions, the reader is referred thereto for further de- 
taals.* 


* Many authors have reported excellent local and general results 
from serum therapy in gonorrheal epididymitis. It seems to us that, 
while the action of serum on the general symptoms, so marked in 
epididymitis, is undeniable, it is somewhat difficult, from past experi- 
ence with serum, to see why the latter, which exerts no appreciable 
influence on the local lesions of gonorrheal urethritis or prostatitis, 
should exhibit such an elective potency against the local lesions of 
epididymitis. 

Operative treatment of acute gonorrheal epididymitis by epididy- 
motomy (Hagner’s operation) is now finding deserved favor in Amer- 
ica. An incision about half an inch long is made, parallel with the 
blood vessels of the scrotum, over the swollen tail of the epididymis. 
The vaginalis is opened, whereupon turbid serum almost invariably 
escapes. The fibrous coat of the epididymis is incised, but care is 
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taken not to incise into the substance of the epididymis. The fibrous 
coat is cautiously raised and stripped from the epididymis as far as 
the swelling extends. With the blunt end of a probe, search is made 
for any points within the epididymis containing pus or turbid serum. 
The latter is found in a great majority of cases, even when the opera- 
tion is done early. A strip of rubber dam is left as drainage for 24 
hours. No sutures are necessary. General anesthesia is preferred in 
most cases, but local anesthesia by infiltration of the spermatic cord 
and blocking of the nerves also works satisfactorily. 

Immediate cessation of pain, recovery in a short time without pro- 
duction of nodes and without blocking of the epididymis tubes are the 
advantages of this operation, which is devoid of any risk altogether. 
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Serum and Vaccine Therapy of Gonorrhea. 


Serum therapy is the production of passive immuniza- 
tion by means of the injection of the serum of an animal 
which has been rendered actively immune through vaccina- 
tion. The attempts that have been made with antigono- 
coccus serum have not given any satisfactory results, so 
that it has been promptly discarded.* On account of the 
close biological and morphological resemblance between 
the gonococcus and the meningococcus, antimeningococcic 
serum has been recommended in gonorrheal arthritis and 
epididymitis. The results I have obtained with the Hoechst 
serum and that of Fleaner are not of such a nature that 
I would advise the use of antimeningococcic serum as a 
general measure. 

We get much better results from vaccinotherapy, that 
is, the treatment by means of injection of killed gonococci. 
Gonococcus vaccine is prepared in the following way: 
Gonococci, as fresh as possible, from the gonorrheal pus, 
are grown on solid serum medium, then the colonies are 
cautiously scraped off and diluted in sterile physiological 


* This is probably too severe a judgment. While antigonococcic 
serum is not able to do much in chronic cases, it is valuable and in- 
dicated in the general toxemia of acute infections, where the body 
does not seem able to produce enough antibodies to cope with the 
situation, and must receive at once a ready-made supply of the same. 
In this manner, probably, are explained the happy results recorded 
by some authors in the serum treatment of gonorrheal epididymitis 
(see preceding page). 
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salt solution. Then the cultures are killed either by heat- 
ing to 183° or 140°, or by a longer exposure to 104°, 
or even by simply being left standing for a long time. 
After it has been ascertained that there are no more living 
germs, the cultures are shaken in a special apparatus with 
glass beads. Next comes the numeration of the germs and 
the making of suitable dilutions. 

The most active of all vaccines are the autogenous, 
that is, those made with the gonococci of the pus of the 
patient himself. But as their preparation entails a con- 
siderable amount of difficult work, and generally takes too 
much time to have them ready when they are most needed, 
we use ordinarily, and with good success, the so-called 
polyvalent stock vaccines which contain several different 
strains of gonococci, and of which a rather large number 
are on the market.* 

The syringe and needle are sterilized by boiling; the 
site of injection by swabbing with tincture of iodine. As 
a general rule, I have abandoned subcutaneous adminis- 
tration of gonorrheal vaccine, because it easily gives rise 
to a painful swelling, redness of the skin, and infiltration 
of the subcutaneous connective tissue, which often lasts 
several days, and may even remain much longer. I almost 
always inject into the gluteal muscles, where a swelling, 
should one develop, is not so troublesome, and where the 
resulting pain is trifling. I have not been able to wax 
enthusiastic over the method of intravenous injections rec- 
ommended by Bruck and Sommer in the last few years; 
the patients are compelled to stay in bed, their general 
condition is unfavorably influenced, and thermic ascensions 


* The Parke, Davis & Co. and the Mulford vaccines are among 
the most widely used vaccines in America. For a chronic, obstinate 
case, the best is the autogenous vaccine, which, in those cases, we have 
ample time to prepare. 
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of 2.5 to 4 degrees are common; according to what I have 
seen, these reactions are not innocuous for all patients. 
Besides, I am not absolutely convinced that those violent 
reactions after intravenous injections are due to the dis- 
lodgment of gonococci from the tissues, as has been 
claimed. 

But it must also be said, for the peace of mind of 
both patient and physician, that intramuscular vaccine 
injections also can provoke certain after-effects; these, 
however, can be reduced to a minimum by careful dosage 
of the vaccine. The patients often complain for one or 
two days of some pain at the site of injection, and com- 
pare the sensation to that following a heavy blow. Often 
there also is a sensation of weakness in the corresponding 
leg, but this is a matter of only a few hours. Again, there 
may be some general malaise for about 24 hours. 

When strong doses of vaccine are administered (a prac- 
tice which I do not advise, since I have not been able to 
notice in it any particularly greater efficacy ), these general 
phenomena occur in a much higher degree and prove very 
distressing. After such doses—50 millions or more; some 
authors inject as much as 500 or 1000 millions—the pa- 
tients feel extremely tired, depressed, and are unable to 
work; they complain of headaches, general restlessness, 
and not infrequently nausea and vomiting occur. The 
so-called focal reactions are also much more marked in 
those cases; these consist, for instance, in an increase in 
the swelling of a previously inflamed epididymis, or in an 
exacerbation of the pain in an affected organ or joint; 
there may even supervene, in a till then intact epididymis 
or joint, painful phenomena without real inflammation; 
but it may even go as far as the development of a real 
new inflammation in the last mentioned organs. 

Therefore, I do not accept Bruck’s teachings, which 
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are based on the systematic production of severe reactions 
by high doses. I side with Wright, Reiter and Michaelis, 
proceed from small initial doses, and do not seek strong 
reactions; on the contrary, I do all I can to avoid them. 
I start with 3 or 5 millions dead gonococci, and 8 days 
later, if no reaction or but a weak and temporary one has 
been provoked, go up to 10, 15, 20, 25 millions.* For 
the three last-mentioned doses I maintain a three or five 
days’ interval between injections, and sometimes repeat 
the same amount twice in succession before passing to a 
higher dose. The temperature chart is in some respects 
a safer criterion to abide by. As long as the thermic 
ascension is more than 2°, there must not be any increase 
in the dosage. . When the rise is not more than 0.5°, 
we pass on to the higher dosage. Of course, general ef- 
fects also afford precious indications; if they are very 
marked, we shall be very cautious and leave an interval of 
5 or 6 days between injections, 1f necessary. 

According to my observations, and. those of the best 
authors, the presence of fever previous to an injection 
of vaccine is no absolute contraindication to the use of 
the latter. But I want to lay particular stress on the 
fact that in those cases we must be still more prudent 
than usually. I often begin with only 2 or 3 millions, 
and increase slowly up to 10 millions. I have very dis- 
tinctly the impression that nothing is to be gained in the 
vaccine therapy of gonorrhea by the use of large amounts, 
and that, on the contrary, with small doses better results 
are obtained, and without the untoward effects of high 
amounts. 


*In America, we prefer higher doses. Ten millions is considered 
a strict minimum to start from, 50 or 100 millions are average doses 
for acute cases. In chronic gonorrheal arthritis, we go as high as 
250 and 500 millions; it is even claimed that lesser amounts have no 
action at all in this last-mentioned condition. 
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An itching exanthem may be observed even with small 
doses. 

The most favorable results of vaccine therapy are ob- 
tained in gonorrheal arthritis, especially in the most 
frequent type characterized by articular swelling, effusion 
in the joint, and fever. The injection usually determines 
an increase in the fever and a recrudescence of the pain, 
but is followed in 12 or 24 hours by a fall of the tem- 
perature below the previous level, decrease of the pain 
and of the swelling, and particularly a regression of the 
articular exudate. Repeated injections bring about a 
cure in 2 or 4 weeks. The same is true in the less acute, 
relapsing type, in which there is no effusion in the joint. 
It is advisable to reinforce the action of the vaccine op 
the use of hyperemia, hot applications, mud baths, and 
especially hot air baking. After the acute symptoms have 
totally disappeared, gentle massage may prove useful to 
combat stiffening of the joint and weakness and atrophy 
of the muscles, which are oftentimes extremely marked 
after gonorrheal arthritis. 

Not unfrequently a fresh involvement of an hitherto 
sound joint is observed after vaccine injections. This is 
a warning for caution in the dosage. Once more I want to 
deprecate the use of strong vaccine injections; but in 
cautious doses of vaccine we have the only really causal 
and specific treatment of gonorrheal arthritis and syno- 
vitis. 

Acute gonorrheal epididymitis, in most cases, responds 
well to vaccine injections; but in many cases, also, the 
influence seems to be nil. However, vaccine therapy is 
very advisable in those cases in which, for any reason, the 
previously described electrargol treatment cannot be car- 
ried out. I must admit that so far I have never observed 
with vaccine treatment the abortive action the electrargol 
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injection possesses, and the resolution of the inflammatory 
process without any remaining infiltrations is distinctly 
less frequent than with the electrargol treatment; but the 
subsidence of pain and of the epididymal swelling is often 
obtained 24 or 48 hours after the first injection of vac- 
cine, and recovery follows in 2 or 3 weeks. The patients 
often complain after a vaccine injection of an exacerbation 
of symptoms; but this is just a temporary reaction, as is 
the ascent of the temperature. Involvement of the other 
epididymis is rare, unless excessive doses have been admin- 
istered; one more reason to be cautious in acute cases. 
Begin with 2 to 3 millions, and increase progressively to 10 
or 15 millions; in subacute cases begin with 5 millions, 
and go up a little more quickly to 10 to 25 millions, as 
untoward by effects are less to be feared. Resolution is 
generally more prompt and more complete than with the 
simple rest and hyperemia treatment. 

Old infiltrations of the epididymis, especially when of 
cartilaginous hardness and painless on pressure, are not 
affected by vaccine injections; this is not surprising, since 
we have to deal in those cases not with inflammatory gonor- 
rheal exudate, but with connective tissue poor in blood 
vessels. 

The action of vaccines 1s more uncertain in acute dif- 
fuse prostatitis, but they can be employed with extreme 
precaution in the dosage. Higher amounts can be used 
in the glandular and follicular types, and particularly in 
all subacute forms; in the latter, 5 to 25 millions are often 
a valuable adjuvant to other therapeutic measures. Vac- 
cine therapy also seems to accelerate final recovery in cow- 
peritis, para- and periurethral infiltration, and abscesses. 

I have been unable to note any influence in rectal 
gonorrhea. 

As regards pure urethral gonorrhea, I am absolutely 
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convineed, from very numerous observations, that it is not 
benefited in any way by vaccine therapy. The antibodies 
circulating in the blood after a vaccine injection evidently 
do not reach the gonococci in the mucous membrane or on 
the surface of the latter. In those cases the time-honored 
local disinfection methods still hold complete sway. I am 
persuaded that the reported instances of pure urethral 
gonorrhea alleged to have been cured by vaccine treatment 
are cases in which the urethral condition was under direct 
dependence of a periurethral focus which had escaped de- 
tection by the physician, and the eradication of which was 
a sine qua non requisite for its termination. 

In those eases in which the prostatic secretion, besides 
gonococci, contains secondary infection microérganisms 
(colon bacilli, streptococci, various strains of staphylococ- 
ci), the use of mixed vaccines or of phylacogens often 
seems to yield satisfactory results.* The gonorrhea phy- 
lacogen, besides the metabolic products of the gonococcus, 
contains those of the bacillus coli, streptococcus, staphylo- 
coccus, bacillus diphtheriw, bacillus pyocyaneus, diplococ- 
cus pneumonie.t 


* The older a case of gonorrhea, the more certain is the presence 
of secondary infection microbes, and the more necessary is the use 
of a combined vaccine containing those secondary microbes, particu- 
larly the various staphylococei and the colon bacillus. 

+ Phylacogens are not accurately known as to dosage; they are 
liable to occasion violent general reactions, require much care for 
their administration, particularly as the intravenous route is recom- 
mended; and, on the whole, they do not seem possessed of any special 
virtues that might compensate, in part, for these drawbacks. 
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Value of Urethroscopy and Microscopic Examinations in 
the Treatment of Chronic Urethritis—Provocative 
Measures—V accine Injections—Chronic Prostatitis— 
Necessity of Microscopical Examination of the Pros- 
tatic Secretion for the Diagnosis of This Condition— 
Posterior Urethritis—Through Irrigations—Instilla- 
tions—Sounds and Dilators. 


It does not fall within the scope of this little book, 
and it would lead us too far, to discuss the etiology and 
pathology of chronic urethritis, whether of gonorrheal 
nature or only of gonorrheal origin. For the study of 
these questions I refer to the works of some of our most 
competent authorities, a few of which are named in the 
Preface. I simply shall endeavor to sketch the course 
and the general direction of the therapy of chronic ure- 
thritis, laying particular stress on those methods that 
have proved of special value in my hands. In this respect 
I want to emphasize the fact, that not only the diagnosis, 
but also the treatment of chronic urethritis must, above 
all, be urethroscopic. 

In all cases we must turn toward repeated urethro- 
scopic examinations for guidance in the therapeutic de- 
cision. But before resorting to urethroscopy, we must 
have, in every case of chronic urethritis, numerous micro- 
scopical examinations of the discharge or of the 


shreds found in the urine. In those old cases the search 
58 
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for gonococci will consume much time and require a good 
deal of patience; moreover, it is in such cases that the 
existence of atypical forms of the gonococcus, as described 
in our first lecture, must never be lost sight of. The cog- 
nizance of these various degeneration types of the gono- 
coccus will ward off many a possible mistake, and often 
enable us to issue to the patient a prohibitory warning 
in time before a step full of consequences—namely, mar- 
riage—has been taken. 

In chronic urethritis it is often advisable to have re- 
course to provocative measures in order to increase 
a preéxisting discharge, or even to cause a discharge that 
has stopped to reappear, or, finally, to secure a more abun- 
dant crop of shreds in the urine. Chief among those provo- 
cative measures, so far, were instillations of strong solu- 
tions of silver nitrate, the beer test, and repeated coitus 
(naturally with a condom). Of late we have had at our 
disposal a more scientific method, which works very satis- 
factorily in a majority of cases. Often, from one to three 
days after an injection of a high dose of gonococcus vac- 
cine (50 to 100 million germs) has been given to a patient 
suffering from chronic urethritis, the discharge, or the 
shreds in the urine, become more abundant, or the pre- 
viously stopped discharge starts on afresh, and in this 
discharge gonococci are more numerous and easier to find; 
with this qualification, however, that the germs thus 
brought to light do not always exhibit the characteristic 
shape, but may be, and often are, small and shrunken, or, 
on the contrary, swollen. 

I have also noted that when urethroscopy is performed 
in those patients two or three days after such a vaccine 
injection, we may often find in a canal which, prior to 
the vaccine injection, looked normal, pathognomonic lesions, 
such as small abscesses, pseudo-membranous formations, 
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redness and swelling of the mucosa. I shall soon dwell 
more in detail on the urethroscopic findings in chronic ure- 
thritis, and particularly in latent gonorrhea, and properly 
set forth their paramount significance as to therapy and 
prophylaxis. 

But, before doing this, I once more want to emphasize 
the extremely frequent relation existing between 
chronic urethritis and chronic gonorrheal condi- 
tions of the prostate and, again, say a few words about 
the treatment of the latter. In a previous lecture I have 
already touched upon the subject of treatment of acute 
and subacute prostatitis. As acute prostatitis merges by 
gradual transition into subacute prostatitis, and the latter 
in the same way changes to chronic prostatitis, there is 
nothing surprising that much of what has been said about 
the treatment of the first stage will have to be reiterated 
for the others; the reader is referred to page 38 and fol- 
lowing pages. 

In every case of chronic urethritis, before we proceed 
with urethroscopic examination of the urethra, we must 
think of the possible existence of chronic pros- 
tatitis, even when no especially suggestive disturbances 
of any kind whatsoever, such as frequency of urination, 
pain at the end of micturition, feeling of pressure in the 
rectal region, prostatorrhea, pollutions, point directly to 
an abnormal condition of the prostate. Chronic prosta- 
titis, above all, must be our first thought when patients 
complain of general fatigue, of inability to concentrate 
their attention on their work, of a sensation of fullness in 
the head, or of pains in the sacral region. Rectal palpa- 
tion then shows an enlargement of one or of both lobes of 
the gland; or it detects small, hard nodules imbedded in 
the midst of glandular tissue of otherwise normal consist- 
ency; or, on the contrary, some parts of the prostate 
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are felt as half-filled pockets with flabby, depressible 
walls. 

Rectal palpation, however, remains negative in a few 
cases, and must always be supplemented bv careful micro- 
scopical investigation of the prostatic secretion obtained 
by expression of the gland during prostatic massage. ‘This 
secretion very often, even in the absence of any symptom 
whatsoever referable to the prostate, shows gonococci and 
pus cells, or (and not very infrequently, either) gonococci 
as the only abnormal element in an otherwise normal pros- 
tatic secretion; often, also, colon bacilli and staphylococci 
are found. I might incidentally remark that it seems 
necessary to leave specimens of prostatic secretion intended 
for microscopical examination exposed to the air for 24 
hours to dry spontaneously. 

Should microscopical findings establish the existence 
of a suppurative lesion in the prostate, there still remains 
to ascertain whether said process is subacute or evidently 
chronic, and to decide upon the line of treatment in ac- 
cordance with the nature of the condition. 

In the former case (subacute prostatitis) we shall be- 
gin by using the less aggressive methods of treatment which 
promote resorption, chiefly sitz baths and suppositories, 
in the formula of which may be incorporated calmative 
substances. I generally prescribe as follows: 


Berita Gees Posi Ve beaae acre oatieu se « er: 5 
Extract of belladonna .......... er. 
ORG INCI a ghia be oF nye: er. 50 


1 or 2 suppositories a day. 


I often use the following modification, when ichthyol 
causes burning and pains in the rectum, or is not well tol- 
erated, as happens with many patients: 
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hicendlh 4. «Oe ee pe ee OT. D0 ee 
Extract of belladonna...... er. 4 to % 
Gocossbutterime mire a ca gr. 50 


1 to 3 suppositories daily. 


It goes without saying that patients must be instructed 
to introduce the suppositories only after a bowel move- 
ment, and to retain them for several hours. The most 
favorable time is the evening, just before retiring; the 
suppository can then be kept during the whole night. 

These suppositories can also be used with marked bene- 
fit in the more chronic cases; but it is good, in those run- 
ning a rather subacute course and in which inflammatory 
phenomena (dysuria, erections, pollutions) are more ac- 
cused, to employ the following: 


BA TILT Vici eco tee Mean oe geet ae ne OT 1D 
ELK LUC bgOi 0) Lier ree ee ee gr. 4 
(Ocoas DIT Leitner es nee, er. 50 


In the same subacute cases very soothing effects are 
secured by the use of small enemata containing 15 grains 
of antipyrin and the same amount of sodium bromide in 
an ounce or an ounce and a half of warm water, the same 
to be taken after a preliminary cleansing and evacuating 
enema, and to be kept for several hours. 

As soon as the inflammatory symptoms have subsided, 
hot applications will be made directly on the prostate, and 
massage will be cautiously begun. Prostatic massage must 
always be given with the finger; it must be at first light, 
and more energetic later. The treatment of chronic pros- 
tatitis requires much care, and is liable to tax both the 
patient’s and the physician’s patience. Prostatic massage, 
regularly and correctly applied, is, in my opinion, the 
most efficient therapeutic measure we have at our disposal 
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to combat the distinctly chronic cases of prostatitis. The 
irrigation that must always be given after a massage ought 
to be just as hot as the patient can stand it. We must 
also always try to reinforce these procedures by vaccine 
therapy, for which naturally we may use stronger doses 
than in acute prostatitis. We shall begin with 10 million 
doses, and increase rapidly to 20, 30, 50 millions, and, 
perhaps, if the reaction is but slight or altogether lacking, 
to 100 millions. 

Local treatment of the posterior urethra must always 
run parallel with that of the prostate itself. Posterior 
urethritis can be cured oftener than is generally thought 
by irrigations alone, for which more concentrated solutions 
may be used than in acute gonorrheal urethritis.* 

Should irrigations fail, good results are obtained from 
instillations of strong solutions of silver salts by means 
of Guyon’s syringe and olive-tipped instillation catheter, 
which allows to deposit the solution drop by drop exactly 
on the diseased spot. We use a 2 to 5% solution of silver 
nitrate, or a 20% solution of protargol, or a 20% solu- 
tion of argyrol; this last-named causes less pain and re- 
action than any other. The 5% solution of silver nitrate 
is generally better tolerated than the 2%. Let us not 
forget, however, that these instillations are always more 
or less painful. More particularly, silver nitrate, with 
but very few exceptions, causes after each instillation 


“Many authors advise giving irrigations in chronic urethritis 
through a catheter: the latter is employed to avoid distention of the 
urethra during the introduction of the liquid. On this score, the 
opinions of the partisans and of the opponents of irrigations are per- 
fectly irreconcilable; the latter holding any distention for dangerous, 
_while the former consider gentle and thorough unfolding of the mu- 
cosa as a requisite of success. In our opinion, a well-executed irriga- 
tion without a catheter is preferable to irrigation with a catheter: it 
has no danger, and cleans both ways, going in and coming out, and 
reaches much better the recesses of the mucosa. 
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a very violent tenesmus which may last for hours and put 
the patient in a very distressing and uncomfortable posi- 
tion. Therefore, I resort to those instillaticns in the pos- 
terior urethra only when other and less radical measures 
have failed. 

Among the latter ranks first dilatation of the pos- 
terior urethra by means of Béniqué sounds, Kollmann- 
Oberldnder dilators, or irrigation dilators. It seems to me 
that instruments with a strong curve are the best for the 
posterior urethra. It goes without saying, that in those 
cases the introduction of instruments must be verformed 


Fic. 8.—Béniqué Sound. 


with the utmost caution and gentleness, and always be 
preceded by the use of a local anesthetic in the posterior 
urethra.* It is also advisable at first not to use large 
sizes, and not to spread the blades of the dilator widely 
apart. ‘The canal must be dilated slowly and progressively 
in as many sittings as are found necessary; during the 
whole course of dilatation some urinary antiseptic, such 
as urotropin, salol, etc., must be administered to ward 
off as much as possible the development of cystitis, epi- 
didymitis, or attacks of urethral fever. Against the latter 
camphoric acid, 15 grains three times a day, is efficient, 
besides being a good urinary antiseptic. 


* Many think it preferable, except in hypersensitive cases, not to 
use an anesthetic for dilatation, as it may give a false sense of se- 
curity, and the absence of anesthesia compels the operator to more 
gentleness, which is the first essential of dilatation treatment. 
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Whenever possible, dilatation treatment must be started 
only when no more gonococci are demonstrable in the dis- 
charge; at least, it ought not to be begun before irriga- 
tions have succeeded in considerably reducing the number 
of the latter. But we also meet with cases of gonorrhea 
in which irrigations alone are powerless to bring about the 
disappearance of gonococci, while a short course of dilata- 
tion treatment attains promptly this much-sought end. 

There must be left between consecutive sittings of dila- 
tation a sufficient interval to allow the attending exacer- 
bation of symptoms and temporary increase in the dis- 
charge to subside. As a rule, a week is enough. Great 
care must be taken to avoid bleeding after dilatation.* 

In many cases of posterior urethritis the introduction 
of medicated, slowly melting bougies, either plain or hol- 
low, and containing an active ingredient, proves to be a 
useful adjuvant, as they insure a long-continued contact 
between the diseased mucosa and the remedy. These bou- 
gies must always be introduced by the physician himself, 
and they never ought to be entrusted to the patient’s own 


skall. 


* Gentleness of manipulation and practice will be sufficient to avoid 
bleeding in most cases; when, despite care, bleeding occurs after dila- 
tation, we have a right to suspect the existence of a soft infiltration 
of the urethra, a velvety patch, or any of the lesions described further 
on in the lectures on urethroscopy (see pages 71, 92 and following). 
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Posterior Urethroscopy—tIrrigation Urethroscopes—T ech- 
nique and Findings—Endoscopic Treatment—Endo- 
scopic Treatment of Impotence and Sexual Neuras- 
thenia. 


When posterior urethritis does not yield to the meas- 
ures described in previous chapters, posterior urethroscopy 
must be resorted to. Contrary to what happens in ante- 
rior urethritis, in which I deem urethroscopic treatment 
always to deserve the foremost place, I believe that re- 
course is to be had to posterior urethroscopy, which is a 
much more complicated procedure, and is not as well borne 
by many patients, only when the other, simpler methods 
of treatment have failed. 

Posterior urethroscopy attained a practical value for 
the first time when Goldschmidt devised his irrigation ure- 
throscope.* The technique is magnificently described and 
figured in Wossidlo’s book. I shall say here only what 
has a direct bearing on treatment. I have found very prac- 
tical Wossidlo’s new instrument, which enables us to ex- 
amine the posterior urethra as well with water irrigation 
as with air distention. This is also very advantageous 
from the therapeutic standpoint, as it makes it possible 


* The Buerger cysto-urethroscope, an improved model, in the main 
features similar to the Goldschmidt instrument, and worked in about 
the same way, is the most in favor in America. It gives beautifully 
defined pictures and has quite a large field. Swinburne’s urethro- 
scope, a somewhat older instrument, allows easy inspection of, and 
direct applications on the verumontanum, but its field is too limited. 
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first to study the posterior urethra under irrigation, the 
magnified figures being beautiful and im striking relief, 
then easily to switch without changing the tube to air 
insufflation for the treatment. 

This urethroscope, as will be seen from the illustra- 
tions on page 67, consists of: 1°, a curved tube, with a 
window which comes in the posterior urethra, and a suit- 
able obturator; the irrigation canal lies in the upper part 
of this tube, while the lower wall contains the tube for 
air insufflation; 2°, the optic system, which fits, air- and 
watertight, on the extremity of the tube; 3°, a Kaufmann 
magnifying glass; 4°, a small electric lamp, which rests 
on the wall of the tube opposite the window, behind a small 
plate of thin glass. 

Of course, such an instrument requires 
capital importance from the therapeutic standpoint 
painstaking cleaning and disinfection. As, with the ex- 
ception of the obturator, the apparatus will not stand 
boiling, we must resort to a very careful mechanical 
and chemical disinfection. I always proceed as fol- 
lows: after the instrument has been used, I wash it through 
under a strong current of water, then rub it for 5 minutes 
with a pad of cotton impregnated with 60% alcohol. I 
lay much stress on this alcohol disinfection. I also flush 


and this is of 
a most 


through the small anterior canals of the instrument with 
alcohol. Next I hang the urethroscope for 3 to 6 hours 
in a bottle filled with a 1 to 2000 solution of mercury 
oxycyanate. ‘This solution has no deteriorating effect on 
the metal parts of the instrument. When the latter is 
taken out of the oxycyanate it is rinsed once more with 
60% alcohol and laid on sterile towels until needed. 

As a lubricant we have a wide choice among the moss 
or tragacanth-glycerin jellies which are found on the mar- 
ket in collapsible tin tubes. 
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A formula to prepare such a jelly is as follows: 


AN COINEIY, on 5.554 5.90009 p's) le bes 1.5 parts 
Disselverm cold water occ... >; 50 i 
ola? olycerin py bm cn s.5 3.6 100 
Sterilize by boiling, then add | 
Mercury oxycyanate ...%... 0.2 part 


But the collapsible tubes are much better, from the stand- 
point of asepsis, than jelly kept in a jar. 

Posterior urethroscopy, especially as a preliminary to 
therapeutic procedures requires a good anesthesia of 
the anterior and posterior urethra. I inject in the ante- 
rior urethra about 2.5 drams of a 1 to 200 solution of 
alypin, to which I add 10 drops of a 1 to 1000 adrenalin 
solution, and follow, after three minutes, by another simi- 
lar injection without letting the liquid of the first injec- 
tion escape. In this way enough anesthetizing solution 
reaches the posterior urethra; in my opinion, the addition 
of adrenalin strengthens the anesthetic power of alypin, 
and to a certain extent prevents bleeding from the in- 
flamed mucosa or from papillary formations and velvety 
patches with which the surface of said mucosa is often 
studded. 

The light* and the irrigating system are first tested; 
then the sheath, with the obturator in place, is introduced 
in a way strictly in accordance with the rules of cathe- 
terization. The irrigating fluid generally selected is a 
saturated (4%) solution of boracic acid coming from a 
tank hung about 3.5 feet above the level of the pelvis of 
the patient. As soon as the instrument has entered the 


* As for all urethroscopic work, the source of light may be a 
6 or 9 dry cell battery; or, more usually, the ordinary lighting current 
with a suitable controller, the Wappler model being the best-known 
American model of this kind of appliance. 
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bladder, the fluid begins to flow through its external open- 
ing. ‘Then the contact with the source of light is quickly 
established and the optical apparatus adjusted; as soon 
as this is done, all the fluid runs into the bladder as long 
as the window of the urethroscope reaches partly into the 
bladder; if it lies all in the posterior urethra, the irriga- 
tion solution leaks back drop by drop from the return 
canal of the instrument. In the first case the flow must 
be shghtly slackened to prevent too rapid a filling’ of the 
bladder, which would incite contractions of the latter. This 
is effected simply by having the patient pinch the irri- 
gating tube between his fingers so as partly to flatten 
its lumen without closing it completely. 

We first inspect the vesical neck and the prostatic 
lobes and devote particular attention to the verumontanum 
and surrounding parts; by cautiously rotating the in- 
strument we can catch a glimpse of the lateral walls of 
the pesterior urethra. If an assistant massages the pros- 
tate per rectum while posterior urethroscopy is performed, 
we can very distinctly see the prostatic secretion squirting 
in small jets out of the openings of the prostatic ducts, 
and oftentimes can draw valuable diagnostic conclusions 
from the color and the mode of issue of the same. 

Normally the internal sphincter is seen as a smooth, 
more or less narrow, edge or fold lying transversely in the 
field of the instrument; the colliculus is seen in bold relief, 
well defined, under the shape of a conical prominence on 
top of which the orifice of the prostatic utricle is often 
recognized. The colliculus is red, smooth, and shows small 
folds on its surface; often, however, I have seen in ab- 
solutely normal cases, a rather velvet-like aspect. The 
cone formed by the verumontanum varies considerably in 
shape; it may be pointed, rounded, truncated; the colli- 
culus may be mushroom-like, semispherical, olive-shaped, 
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ridge-like. Wossidlo has very well described and figured 
most of these variations. 

In posterior urethritis the internal sphincter no longer 
appears even and smooth, but irregular, thickened, edema- 
tous, often carrying small tufts or polypoid excrescences 
in which not infrequently blood vessels of new formation 
are seen. The sphincter also, instead of being maintained 
closed by its natural tonicity, gaps to a certain extent, 
owing to some induration and to the lack of elasticity 
which becomes particularly evident when, during exam- 
ination, the patient is told to strain as if he wanted to 
urinate. 

The prostatie portion of the urethra in chronic ure- 
thritis appears either as markedly reddened, swollen and 
- edematous (soft infiltration), or, on the contrary, pale, 
sclerotic, even completely white (hard infiltration). In 
the first case we also find small cysts, granulations, or 
polyps. I have observed hard infiltration not only as the 
terminal stage of chronic gonorrheal, or post-gonorrheal, 
urethritis, but very frequently also as a sequel after years 
of indulgence in unnatural sexual practices, such as coitus 
reservatus or obstinate masturbation. This fact is not 
generally known, though it cannot be ignored in the 
treatment of morbid conditions in the posterior urethra. 
Wossidlo seems to have more frequently observed, after 
similar excesses, the development of papillomatous growths 
in the posterior urethra; this condition he terms posterior 
granular and papillomatous urethritis; it can also develop 
as a sequel to chronic gonorrhea. 

The colliculus seminalis also shows important changes, 
the nature of which is similar to that of the lesions al- 
ready described, but which also may exist alone, indepen- 
dently of the existence of an analogous diseased condition 
in some other part of the posterior urethra. In what cor- 
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responds to soft infiltration of the urethra the colliculus 
appears enlarged, very often to a considerable extent, with 
a more or less irregular shape, frequently even so hyper- 
trophied and fused with the surrounding organs that it 
is hardly recognizable. The mucosa of the verumontanum 
is markedly softened, swollen, edematous, dark red, ir- 
regular in outline. We can also observe ulcerative pro- 
cesses; the mucosa is soft, torn, reticulated; a deep ulcer 
may often be made out between floating reddish or gray- 
greenish villosities. In other cases the colliculus is covy- 
ered with fine granulations. 

In what corresponds to hard infiltration of the urethra 
the colliculus is pale, its mucosa looks anemic and atro- 
phied. The verumontanum itself is either enlarged or 
atrophic. ‘These last changes are the ultimate stages of 
chronic, inveterate, colliculitis. 

The endoscopic treatment of chronic alterations of the 
posterior urethra and of the verumontanum can be car- 
ried out by substituting in the urethroscope air inflation 
for water irrigation, a change that can be effected quickly 
and in a simple way. The irrigation rubber tube is dis- 
connected and in its plaee is adjusted one attached to an 
air-blowing bulb which is used to dry up the mucosa. This 
can also be done by means of fine tampons of cotton 
mounted on long and slender applicators. Naturally care . 
must be taken to see that the cotton holds firm on the ap- 
plicator and we must always have ready at hand the long 
alligator forceps used for urethral foreign bodies, to re- 
move at once any cotton which might get loose and fall 
in the canal. 

The endoscopic treatment of the diseases of the pos- 
terior urethra consists of three procedures : Chemical caustic 
applications, cauterization with the actual cautery, scrap- 
ing with the sharp curette. 

Caustic applications are generally effected with a 20% 
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silver nitrate solution, which here works very satisfactorily. 
while the use of such a concentrated solution is not ad- 
visable in the anterior urethra. I also often employ with 
success tincture of iodine. ‘To apply these remedies we 
use cotton on applicators, or the special carriers (brushes ) 
devised by Wossidlo for that purpose. ‘The point te 
cauterize must first be determined with accuracy. 

The forms of posterior urethritis amenable to chemical 
cauterization treatment are those where the mucosa is much 
swollen and edematous; also posterior granular and papil- 
lomatous urethritis. Ulcerative forms, especially those 
showing soft ulcers on the verumontanum are very rapidly 
and very favorably influenced by caustic applications ; the 
same must be said of the pseudo-diphtheritic membranes 
which I have often seen in the posterior urethra, which 
are caused by the gonococcus, and on which I intend to 
dwell in detail in the next lecture. In this latter class of 
cases, which for a long time did not receive sufficient at- 
tention, I consider tincture of iodine better than silver 
nitrate, as I have noted that it possesses a deep action on 
these membranes. A cotton swab 1s also better than a brush 
in those cases as it enables us to effect a mechanical rub- 
bing which sometimes is sufficient to remove all of the mem- 
brane, while this is not possible with the brush. When the 
membrane has been stripped off it becomes of course much 
easier to reach directly with the tincture of iodine the dis- 
eased underlying mucosa; provided, however, that the 
pseudo-membrane does not form a thick and very adherent 
film on the mucosa. In those cases curettement becomes 
necessary to remove it. 

When polyps have formed in the posterior urethra (in- 
cluding the verumontanum and internal bladder sphincter ), 
the galvanocautery must be brought into play. A 
straight pointed galvanocautery is suitable for most cases, 
and I use it without optical system; thus the procedure 
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is rendered considerably easier and simpler. First, with 
the optical system in situ, I accurately locate the polyp; 
then I dry up the mucosa with cotton swabs; next, I once 
more make sure that the instrument has not become dis- 
placed. I then introduce the cautery point and time the 
maneuver so as to get it red hot only when it reaches the 
vicinity of the window of the instrument. By so doing 
I secure sufficient illumination of the operative field to ap- 
ply the tip on the exact spot where it is desired to have 
it. I have often noticed a fact already seen by Wossidlo, 
namely, that if we burn in a sitting about half of a polyp, 
the remnant will shrink spontaneously, so that no further 
active interference will be needed. When a swollen and 
edematous colliculus is not reduced by applications of silver 
nitrate, I often resort to the red hot cautery which promptly 
brings about the desired cure. 

Scraping of the posterior urethra and the verumon- 
tanum is indicated in those cases in which we have to deal 
with the ultimate stage of chronic inflammation in the 
shape of hard, white, infiltration. This scraping must be 
repeated only once in two weeks (incidentally let us re- 
mark that this is also the proper interval to leave between 
séances of the other, previously mentioned, procedures) ; 
in the interval I advise bi- or tri-weekly warm irrigations, 
preferably with 1 or 2 in 10000 mercury oxycyanate solu- 
tion. Stress must be laid also on the importance of ad- 
ministering a urinary antiseptic in the whole period during 
which endoscopic treatment is applied; wearing a good 
suspensory is also highly advisable to prevent, in a certain 
measure, the development of epididymitis.* 


*'The high-frequency spark is very efficient against all these con- 
ditions of the posterior urethra; it is now quite popular in this coun- 
try and bids fair to take the place of caustic applications and the 
actual cautery. Scraping never found much favor in America. 
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Cases of impotency and sexual neurasthenia starting 
after an acute, subacute, or chronic, gonorrheal or post- 
gonorrheal, urethritis frequently also require endoscopic 
treatment of the verumontanum. Posner demonstrated, 
already long ago, that many a case of impotency has as 
an anatomical substratum a gonorrheal or post-gonorrheal 
lesion of the prostate. In every case of impotency or of 
sexual neurasthenia manifested by premature ejaculation, 
deficient erections, or, on the contrary, by abnormally in- 
tense sexual desire with painful ejaculation or loss of pleas: 
ure during orgasm, we must examine the prostate and 
treat it according to the approved principles of the therapy 
of chronic prostatitis. If the prostate appears altogether 
normal, our investigation must turn to the posterior ure- 
thra and verumontanum. When posterior urethroscopy is 
performed in such a case we generally find the various, 
above described, degrees of colliculitis, which must receive 
the usual attention. 

But this does not mean that we necessarily must at 
once start to treat endoscopically every patient who comes 
to us complaining about a deficiency in his sexual power or 
functional disturbances during coitus. I often see pa- 
tients who, after a gonorrhea, especially if it has run a 
protracted course, or has led to the development of chronic 
urethritis or prostatitis, complain of their sexual power, 
pain on ejaculation, or lack of hbido. If the gonorrhea 
has not lasted too long, and if the sexual disturbances do 
not go back farther than a month, psychical influences 
ought always to be tried first. Hydrotherapy (lukewarm 
douches) must be associated to the internal administration 
of sedatives (potassium bromide, monobromated camphor). 
Naturally, complete abstention from sexual relations is im- 
perative for 2 or 3 months. A little later (as, anyway, 
after all severe cases of gonorrhea, especially when the 
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general condition has been impaired), tonics are indicated. 
Iron preparations, associated or not with quinine and 
strychnine, are very beneficial in such instances. In cases 
of old standing good results are often obtained from gal- 
vanization of the verumontanum region by means of a 
suitable catheter, given as an adjuvant to endoscopic treat- 
ment. But, even then, psychical influences and tonics play 
a part not to be underrated. 
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Chronic Anterior Urethritis, Gonorrheal and Postgonor- 
rheal—Irrigations—Dilatation. 


The treatment of chronic anterior urethritis, whether 
-gonorrheal in nature, or only of gonorrheal origin, must 
be chiefly urethroscopic. Justification for this statement 
is found in the following facts: first, a great number of 
lesions can be cured only by endoscopic treatment ; secondly, 
urethroscopy remains the guide of all the other, manifold, 
therapeutic measures. Urethroscopy does away with the 
risk of wasting much precious time with procedures which 
direct examination of the pathological lesions later proves 
unsuitable for the particular case under consideration. In 
the next lecture I shall enter more in detail in the subject 
of urethroscopy, which a long experience authorizes me 
to consider as the real guiding finger of the treatment of 
chronic urethritis, and there I shall have an opportunity 
to show how urethroscopy alone, thanks to the accuracy it 
brings in the fine points of diagnosis, supplies the key to 
the only successful treatment of chronic urethritis, and is 
of prime importance in the prophylaxis of gonorrhea as 
well as for the final decision about permission to marry. 
But, naturally, the success of endoscopy in the always 
difficult treatment of chronic urethritis must not make us 
discard all other therapeutic methods. On the contrary, 
we ought to rely on the combination of all resources at 
our disposal in order to secure the best results for our 
te 
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patients, whose perseverance is often tested to the utmost. 
I am firmly convinced that such a combination will be con- 
ducive of far quicker cures than were heretofore obtained. 

To these time-honored therapeutic procedures which I 
do not want to see lose their place in the treatment of 
chronic urethritis belong irrigations and dilatations 
after the method of Oberldnder-Kollmann. It has been my 
experience that we can cure with irrigations many a case 
of chronic urethritis that has previously proved refractory 
to other means. ‘There undoubtedly are a number of cases 
of chronic urethritis in which no deep pathologic lesions 
are demonstrable and which, however, are not cured. The 
‘ause of this fact hes in one or the other of two contin- 
gencies: 1°, that the hand syringe has been exclusively 
relied on, with the consequence that much too strong solu- 
tions have been employed; thereby, the mucosa is kept in 
a constant state of congestion and desquamation; 2°, or, 
again, under a false assumption that there must have been 
deep lesions, sounds and dilators have been passed, which 
only leads to more irritation of the same mucosa.* 

Irrigations in chronic urethritis differ in_ several 
points of their administration from irrigations in the acute 
stage, and on these divergences I want to draw particular 
attention. 

First, irrigations must be just as hot as the patient 
is able to stand them; in this respect the state of inflamma- 
tion of the urethral mucosa must be taken into considera- 
tion. The longer the urethritis has lasted, the warmer must 
be the fluid. Solutions may be used at temperatures rang- 
ing from 104° to 140°. 

Secondly, it must be ascertained whether the inflamma- 


*In other words, there are cases of chronic gonorrhea that are 
kept up by overtreatment; these are by no means uncommon in 
patients addicted to self-treatment. 
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tory foci extend into the bulbous portion or are limited to 
the part of the urethra anterior to this region. In the 
first case through irrigations of the canal must be resorted 
to, as simple flushing of the anterior urethra does not 
cleanse sufficiently said bulbous part; and when the morbid 
process reaches the segment lying between the bulbous part 
and the external sphincter, it is very liable to go beyond 
the latter, even when the urine of the second glass is per- 
fectly clear and free from shreds. 

The third point requiring attention is the choice of the 
nature and strength of the solution. If the whole 
urethra has to be washed through I have nothing to add to 
what has been said about acute urethritis (see page 13). 
But if the irrigation is to be limited to the anterior urethra, 
stronger solutions must be employed. The older the ure- 
thritis, the more concentrated ought to be the solution. 
A large variety of substances have been employed; let 
us simply mention: Potassium permanganate, 0.5 or 1 to 
1000; albargin, 1 or 2 to 1000; argyrol, 1 or 2 to 1000; 
mercury oxycyanate, 0.5 or 1 to 1000; the latter agent is 
especially indicated in cases of secondary infection; silver 
nitrate, 0.5 to 1 to 1000, which is really efficient in chronic 
anterior urethritis when used in alternance with other reme- 
dies; finally aqueous dilutions of tincture of iodine, pre- 
pared just at the time of using simply by dropping 5 or 
10 minims of tincture in a quart of warm water. It goes 
without saying that the physician has a right and a duty 
to modify these averages, by adding or subtracting, ac- 
cording to circumstances. 

Hot irrigations also exert a very favorable influence 
on the soft infiltrations that are so frequent an accompani- 
ment of chronic urethritis. 

As a general rule, irrigations must be kept up until 
gonococci are no longer demonstrable on smears. But it 
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would be a mistake in all cases al- 
ways to wait for the disappearance 
of gonococci before starting dilata- 
tion or urethroscopic treatment, as 
the latter procedures often are the 
only thing that will do away with 
the gonococci-harboring foci. But 
in those cases urethroscopy, and 
still more particularly dilatation, 
must be carried on very cautiously, 
all possible care being taken to 
avoid too strong inflammatory re- 
actions in the urethral mucosa. It 
is evident that when we have to deal 
with suppurative processes in Littré’s 
glands or with submucous abscesses, 
or with submucous infiltration of the 
walls of the urethra, irrigations 
used alone may cause gonococci tem- 
porarily to disappear, but are quite 
powerless truly to cure the con- 
dition. 

While the first two classes of 
lesions just mentioned can be dealt 
with much quicker and with much 
less damage to the anatomical struc- 
tures by endoscopic procedures, the 
resorption of infiltration is very fa- 
vorably influenced by the adjunc- 
tion to urethroscopy of mechanical 
dilatation. For this purpose I 
generally use the straight, conical 
end, metal sounds, specially made 
for the anterior urethra. I pass 
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Fig. 10.—Straight Sound for the Anterior Urethra. 
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Béniqué sounds only in the fairly frequent instances in 
which there are infiltrations in the bulbous part, as in those 
cases the wide curve of this type of instrument is necessary 
to insure proper dilatation of this same bulbous portion. 
Otherwise I deem it unnecessary to add to the discomfort 
of the patient by using full length sounds, the introduc- 
tion of which is always, at best, unpleasant. 

The introduction of sounds must be preceded by local 
anesthesia of the urethra,* and followed by a mildly anti- 
septic solution. In order that the latter may be really 
efficient, oil must be avoided as a lubricant and preference 
given to one of the water-soluble moss or tragacanth- 
glycerin jellies. When small infected follicles are present, 
as evidenced by palpation while a sound is in the canal, it 
is a good practice to massage the urethra over the sound 
and to follow up by an irrigation. 

We begin with No. 20 French and progressively in- 
crease the size; it is usually sufficient to go up to No. 26, 
but, sometimes, we must push up to No. 30, in which case 
enlarging a congenitally too narrow meatus often be- 
comes a necessity.t Should the patient refuse meatotomy, 
or should we have the impression that even with those large 
sounds the deeper portions of the canal, particularly the 


* See note on page 64. 

+ There are several excellent reasons why we should not wait till 
the passing of large sounds in chronic urethritis makes it imperative 
before we incise a congenitally narrow meatus. Such a meatus, be- 
sides being narrow, is always situated too high; the lower wall of the 
fossa navicularis forms a more or less deep pocket, which does not 
drain well. It is readily understood how such a disposition is un- 
favorable to proper drainage. In fact, retention in the fossa navi- 
cularis is one of the reasons why gonorrhea so frequently becomes 
chronic in patients exhibiting this anatomical disposition. If, there- 
_ fore, the meatus has not been enlarged “in the interval,” to ward off 
possible future trouble (as it always ought to be), it must be incised 
as soon as the virulence of the attack of gonorrhea has sufficiently 
abated to allow of this minor operation being performed without too 
much risk of inoculation in the cut. 
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bulbous segment, are not receiving as much dilatation as 
would be desirable, we must resort to the use of dilators. 

When introducing sounds, especially those with the 
Béniqué curve, we must proceed with the utmost care and 
particularly avoid forcibly driving the sound onward. On 
the contrary, we must contrive to present the sound to 
the natural curves of the canal, in such a manner that the 
sound ghdes in the posterior urethra and bladder by it- 
self, without pressure on the physician’s part. 

To pass a Béniqué sound with a Guyon curve the physi- 
cian, standing to the right of the patient, grasps the penis 


Fic. 11.—Oberldnder’s Dilator. 


of the latter in the left hand, introduces in the meatus the 
tip of the sound (held concavity downward and shaft per- 
pendicular to the thigh), then draws the penis over 
the sound until the latter is stopped by a resistance which 
means that the tip has reached the entrance of the mem- 
branous portion. Then the sound and the penis are rotated 
so as to bring them at first parallel with the inguinal fold, 
next with the median line of the abdomen. The sound by 
itself assumes the proper position to pass the posterior 
urethra; the left hand applied on the suprapubic region 
and pressing on the suprapubic skin downward (toward 
the pubis) straightens the kink caused in the urethra by 
the suspensory ligament of the penis, while the right hand 
does its share to facilitate the advancing of the sound by 
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Kollmann’s Dilators. 


With Guyon With Dittel’s With Guyon Straight, for 
curve, for the curve. curve, for the the anterior 
posterior urethra posterior and an- urethra. 


alone, terior urethra, 
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gently rotating the shaft right and left until freedom of 
the tip announces the passage of the vesical sphincter and 
the entrance into the bladder. 

In this maneuver any undue pressure, any use of force 
is absolutely prohibited. To remove the Béniqué, raise the 
handle toward the navel without pulling on the sound, and 
execute a rotation movement exactly the reverse of that 
used for the introduction. The sound then glides out of 
the canal, or rather the latter glides away from the sound 
by itself, without the slightest difficulty and without pain; 
while, if we try to “draw” the sound out, it is gripped by 
the contraction of the cut-off muscle and pain is caused 
surely. 

As the external meatus represents the narrowest part 
of the urethra, while the bulbous part is at least twice as 
wide it is evident that, even after meatotomy, it is not al- 
ways possible to dilate to the maximum the back part of 
the urethra (bulbous and prostatic portions ) with the larg- 
est sounds that can be passed. This contingency is met 
by the use of dilators. Oberldnder’s instrument, the first 
devised, consists of two blades that can be spread apart 
regularly by means of a screw, a graduated dial indicating 
the degree of expansion secured. Oberldnder’s dilator must 
be covered with a rubber cap before introduction, to pre- 
vent the urethral mucosa from getting pinched. A more 
regular pressure on all the walls of the urethra 1s obtained 
by means of the four blade dilators of Lohnstein or Koll- 
mann. ‘The latter have also recently been made in such a 
way that they can be introduced without rubber cover, 
and without any fear of entrapping the mucosa. ‘This is 
a great advantage from the standpoint of asepsis. ‘There 
are several models of Kollmann’s dilators: a straight one 
for the anterior urethra alone (Fig. 15); a longer one 
with Dittel’s curve (Fig. 14), for the bulbous and pros- 
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Irrigation Dilators (Lohnstein). 
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tatic portions, without stretching the anterior urethra; 
another long one with a Guyon curve for the posterior 
urethra (Fig. 12); and finally, a long one, with Guyon 
curve also, which dilates the posterior urethra together 
with the greater part of the anterior urethra (Fig. 14). 
There are also several models of irrigating dilators which 
enable us at the same time to stretch and to wash the 
canal (Figs. 16 and 17). 

However ingeniously devised may be all these instru- 
ments, I think their introduction is really painful to the 
patient, and I am of the opinion that, generally speaking, 
we can do as much and as well with ordinary dilatation 
followed by irrigation. However, irrigating dilators 
might be tried in very obstinate cases.. For the introduc- 
tion of dilators, and the interval between their use, I have 
nothing to add to what has been said for metal sounds. 
But we must bear in mind that, at the beginning of the 
treatment, we must expand the blades very slightly and in- 
crease the dilatation only little by httle. In a sitting we 
must never stretch more than 1 or 2 degrees. The dila- 
tor, as a rule, must not remain in situ longer than 15 
minutes and must not be employed oftener than once a 
week. <A tear of the urethra must be very carefully 
avoided. Should marked bleeding occur, the next treat- 
ment must be postponed for two weeks. The same is true 
if signs of bladder inflammation appear. 

Urethroscopy alone can decide how long the mechanical 
dilatation treatment ought to last and what kind of di- 
lating instrument must be selected; it alone can show 
whether the desired success has been achieved or whether 
other therapeutic measures have to be resorted to. 
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Anterior Urethroscopy—Luys’ and Valentine’s Urethro- 
scopes—Technique—Possible Errors—Normal and 
Pathologic Findings—Urethroscopic T'reatment— 
Latent Gonorrhea—Gonococcus Carriers. 


Urethroscopy ought to be the main guide in the treat- 
ment of every case of chronic anterior urethritis. I shall 
even go farther and say: Every case of chronic anterior 
urethritis must be chiefly treated by endoscopic treatment. 
I shall show that many lesions can be treated only with the 
endoscope, and that the others yield more quickly to endo- 
scopic treatment than to other methods. I shall, further- 
more, show that the therapeutic value of urethroscopy de- 
pends on its remarkable diagnostic accuracy. 

There are many models of urethroscope. The most 
practical with direct light are those of Luys and Valentine* 
which differ only by the attachment of the light. Valen- 
tine’s urethroscope is, besides, fitted with Kaufmann’s tele- 
scope. This small optical device which can be rotated on 
an axis, so that it can be brought in the visual field or re- 
moved from it, according to needs, gives clear, well-de- 
fined and enlarged urethroscopic pictures. It has, besides, 
over the magnifying glass of Lwys’ instrument, the ad- 


* Among instruments used here, Chetwood’s urethroscope is the 
simplest of all: it uses direct light and has no optical device. Hay- 
den’s is an air inflation instrument with two tubes, one for the an- 
terior, one for the posterior, urethra; it uses projected light. 
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Fic. 18—JLuys’ Urethroscope. 


PATER 
NNYWINAZH ID 


vantage that it can 


easily be regulated 


for normal, or near- 


or far-sighted eyes. 
Valentine’s ure- 


throscope consists of 
a small electric lamp 
and its carrier; both 
are disinfected by 
rubbing with cotton 


moistened with 60% 
alcohol. As source 


of light we use a 6 

or 9 cell battery or 

the ordinary lght- 

ing street current with a rh 
stat. The turning on and 
of the light within the instt 
ment is effected by means 


a sliding contact. 


\ 


The manipulation of the 
strument is simple. ‘The us 
thra is anesthetized; the tu 
and obturator, previous: 
sterilized by boiling, are int! 
duced up to the bulbous pas 
and the obturator is slow 
withdrawn. The light 1s 
troduced and the canal 
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spected from behind forward, while the tube is slowly 
withdrawn.* The mucosa is dried by means of sterile cot- 
ton swabs mounted on long metal or wooden applicators. 

Care must always be taken to hold the tube in an axial 
position relatively to the walls of the urethra, so as always 


Fic. 20—Tube and Obturator of the Urethroscope. 


to obtain the characteristic central figure with the lumen of 
the urethra in the middle, and folds of mucosa radiating 
regularly from said lumen toward the periphery. If we 
put the tube in excentric position, so that only one wall 
of the urethra is visible, too much pressure is applied on one 
point of the wall; this point appears blanched and blood- 
less and can easily be mistaken for a white infiltration. 

The same error may be committed when too large a 
tube is selected, which exerts too strong a pressure on the 
whole urethra, and makes it appear anemic and whitish. 
Consequently, we must choose a tube of such a caliber that 
it freely passes into the canal, and does not press on its 
walls, and does not cause any bleeding either. If, with a 
tube of proper size, bleeding occurs, it is highly suggestive 
of the presence of a soft infiltration or more serious lesions, 
such as granulations or membranes. On the other hand, 
we must naturally not select too narrow a tube, as larger 
tubes unfold more thoroughly the mucosa and bring better 
its details in the visual fietd. We must take in each case 


*'The tube must never be pushed forward without the obturator, 
lest injury to the mucosa result. 
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a tube that can always pass easily through the meatus, and 
always maintain the tube strictly parallel with the long 
axis of the canal. . 

Another error in urethroscopy may be caused by the 
hight. If the lamp is kept too long near the same point 
of the mucosa the hyperemia which rapidly develops in 
that point may readily be mistaken for an inflammatory 
congestion, or even a soft infiltration. ‘Therefore, we must 
make it a rule never to look at the same place for too long 
atime. If it is necessary for the diagnosis, it is advisable 
to turn off the light for a moment to let the mucosa cool 
off, or to examine first the surrounding parts, then re- 
introduce the obturator, and push back the urethroscope 
to the suspected point. One will often be surprised to see 
what a difference there is then in the urethroscopic picture. 
The possibility of those physiological changes must be 
known to the physician if he wants to make a successful 
use of endoscopy. 

Of the urethroscopic pictures of the normal urethra I 
shall only say what is absolutely necessary for the under- 
standing of pathological findings. In urethroscopy we 
must watch the color and luster of the mucosa, the central 
figure and the longitudinal folds; finally, the openings of 
Littré’s glands and of Morgagni’s lacune. 

What strikes first the eye in urethroscopy is the cen- 
tral figure. What is seen of the urethral mucosa presents 
itself as a short funnel extending beyond the end of the 
tube and the apex of which is occupied by a small, more or 
less visible, opening; this opening is what is called the 
central figure. Its aspect has a great importance, particu- 
larly in pathological conditions. But this central figure 
is not identical in shape in all parts of the normal urethra. 
glans penis, it shows as a small 
vertical slit, in the cavernous part it is punctiform or ap- 


While, in the region of the 
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pears as a transversal slit, which latter form it keeps in 
the bulbous portion, finally to assume a more semilunar 
shape. 

Starting from the central figure, the longitudinal folds 
of the urethral mucosa appear as lines radiating toward the 
circumference of the tube in the vicinity of which they 
become somewhat less defined. In order to see them well 
it is desirable not to have too large a tube in proportion 
to the width of the urethra. The fine transverse striation 
_of the urethral mucosa is not perceptible in the urethro- 
scopic picture. 

The color of the urethral mucosa, as that of all mucous 
membranes, changes considerably according to individuals, 
and varies from pale to dark red; it is always palest in the 
navicular fossa where it may even be quite white without 
a diagnosis of hard infiltration being justified by this 
appearance. 

The smoothness and luster of the mucosa are also 
of importance: but accuracy in the estimation of these 
elements can be gained only by conscientious urethroscopic 
trainng. Whenever the surface of the membrane has lost 
its smoothness, we may safely conclude that there is a 
pathologic process. The same is true when the mucosa 
is less shining than usual, or, on the contrary, abnormally 
lustrous. On the upper wall of the bulbous and cavernous 
portions are seen here and there the mouths of Mor- 
gagni’s lacunz (foramina and foraminula), under the 
shape of small depressions or punctiform apertures, of the 
same color as the surrounding mucosa, or slightly reddened 
and without raised borders. In the normal urethra we do 
not see at all, or see only with difficulty, the orifices of 
Littré’s glands, which are distributed over the whole 
urethra; but, on the contrary, in chronic gonorrhea, these 
glands are very often affected and their openings are 
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visible at once. The orifices of the excretory ducts of 
Cowper’s glands are not seen in the normal urethra; in 
pathological cases they are seen chiefly when they are sur- 
rounded by the raised, V-shaped, mucous fold described 
by Kollmann. | 

We divide, after Oberldnder, the urethroscopic findings 
in chronic gonorrhea in soft and hard infiltrations. 
To these I add the pseudo-membranous and foldlike forma- 
tions, which I was the first to describe. These various 
lesions of chronic urethritis can exist alone, or coexist, in 
the same case. Hard infiltration is a sequel of soft infiltra- 
tion, in.a later stage of the disease. 

In soft infiltration, characterized by a subepithe- 
lial deposit of small round cells, the urethral mucosa 
appears congested, inflamed, swollen; the epithelium is 
more shining than usual, and exhibits a slight desquama- 
tion. Often we detect small erosions in the epithelium, or 
dark-red granulations. The central figure is surrounded 
by swollen and loosened folds of mucosa, and generally 
presents an irregular shape. The openings of Morgagni’s 
lacune show as red prominences of pin-head size with 
vitreous looking, swollen edges that may ooze mucous or 
purulent secretion: on the other hand Littré’s glands are 
not visible. 

In hard infiltration, characterized by the develop- 
ment and the preponderance of bundles of connective tissue 
in the deposit of small round-cells that constituted the 
previous soft infiltration, the mucosa appears paler than in 
the normal parts; in marked cases, it is yellowish white, 
or gray white. The mucosa loses its smoothness and luster, 
it seems nodular and spotted with gray patches. The 
longitudinal and transversal folds of the mucosa are 
obliterated and, in severe cases, the urethroscope shows a 
stiff, unelastic, pipe, inside of which, if there be a 
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marked stricture, the eye may reach to a depth of an inch 
or more. Urethroscopic examination allows of easy dif- 
ferentiation between the two types of 
hard infiltration established by Ober- 
liinder, namely, the glandular, and the 
follicular, or dry, form. 

In the glandular type, the orifices of 
the otherwise invisible Littré’s glands 
and of Morgagni’s lacune come out 
very sharply in the picture: they are 
separated from the surrounding mucosa 
by a congested ring and appear inflamed, 
their edges are sharply projecting, rigid, 
often crateriform. 

The follicular type, on’ the other 
hand, is characterized by the complete 
absence, or at least the paucity, of the 
glandular openings. Oftentimes, a white 
or yellowish prominence is the only out- 
ward evidence indicating the location of 
an occluded follicle buried under the 
tough connective fibers of the infiltration. 

Urethroscopic treatment of soft in- 
filtration consists in swabbing the swol- 
len mucous membrane with tincture of 
iodine or 2% silver nitrate solution. 
This procedure can be repeated every 5 
or 8 days according to the reaction it 
calls forth. In the interval irrigations 
are given; the strength of the solution 
must be decreased for the day imme- 
diately following the application and be Fie. 21. 
restored only when the reaction has Calyonceuery 


; : P for Endoscopic 
subsided. When the inflammation of Treatment. 
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Morgagni’s lacune does not yield to this treatment we 
can push a fine point of a galvanocautery into the central 
orifice of the gland. This procedure is not painful in the 
anesthetized urethra; care must only be taken not to touch 
with the hot cautery the walls of the tube, as the latter 
are good conductors of heat and get immediately hot, which 
of course causes pain. <A well done cauterization is felt 
by the patient as a simple contact. When a well localized 
swelling of the mucosa proves refractory to a caustic appli- 
cation and the previous dilatation and irrigation treatment, 


it may generally be taken for granted that it hides an 
inflamed gland of Littré. In those cases a jab with the 
point of the thermocautery often accomplishes the desired 
result. 

The initial stages of hard infiltration are also favorably 
influenced by iodine tincture, while silver nitrate fails in 


Fic. 22.—Asch’s Urethral Curette. 


those cases. If the hard infiltration is completely developed, 
scraping, by means of the sharp spoon I have devised, is 
very useful. -This small sharp spoon (see Fig. 22) has 
an endourethral shaft 6.5 inches long, and a corrugated 
handle 3 inches long. The curettage is done after the parts 
of mucosa to be treated have been extremely exactly 
brought into the urethroscopic field. Then the lamp is 
withdrawn, the tube firmly held in place, and the scraping 
is not in the least painful. Even in cases of narrow and 
irregular strictures scraping secures more rapid progress 
than dilatation with bougies. In these cases the tube 1s 
pushed up to the strictured point, and the entrance to the 
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stricture is scooped out. It is interesting to follow in the 
urethroscopic tube the progress of the cure. Under the 
eye, so to speak, the scar tissue softens and melts, it soon 
becomes traversed by stripes of red, normal, tissue, which 
gain in extent between each two sittings. As a rule, 5 to 
10 scrapings at most are sufficient. 

To dilate very narrow strictures olivary tipped, gum 
elastic bougies are very useful, as the shape of their point 


allows them to insinuate themselves easier into the narrow 
and irregular lumen. Another advantage of these over 
metal sounds is that they can be left in situ for hours, and 


Fic. 23.—Metal Sound. 


Fic, 24. 


Sound with Dittel’s Curve. 


even days, and such a long contact brings about an ex- 
traordinarily quick melting of the infiltration. With these 
procedures, combined with scraping, urethrotomy can be 
averted even in very hard and narrow stenoses. When the 
caliber of the urethra has been brought up to 18 French, 
dilatation is continued with ordinary metallic sounds which 
are kept in the canal for 15 or 80 minutes each time. Then, 
again, we can resort to scraping which naturally can be 
performed more casily and completely, as we then can 
use larger tubes than would have been possible prior to 
dilatation. 
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In the glandular form of hard infiltration the orifices of 
the inflamed glands of Littré and of the lacune of Mor- 
gagni require additional treatment with the galvanocautery. 
Knlarging the outlets of these glandular structures allows 
of a better evacuation of the pus therein contained, and, 
on the other hand, the charring of the excretory ducts seems 
to facilitate the resorption of the rest of the inflammatory 
foci. Destruction of all the excretory ducts is, in fact, 
unpossible: this is explained by the splendid specimens of 
Picker in which these ducts are seen to run vertically from 
the surface of the urethral mucosa toward the depth for 8 
to 5 millimeters, then to kink at right angle and run parallel 
with the axis of the urethra for several centimeters. But 
a cauterization of the openings is, nevertheless, extremely 
efficient to promote resorption of glandular foci. Natur- 
ally, in the first sitting, we burn only the most superficial 
part of the excretory canal, and in a later sitting it be- 
comes possible to drive the point of the cautery deeper into 
the enlarged orifice. Even in the dry form of hard infiltra- 
tion it is possible in case of marked localized prominence 
announcing an occluded follicle to open the latter with 
the thermocautery, through the dense fibrous tissue over- 
lying it. Often then we see pus escaping. The rest of the 
infiltration is treated by scraping with the sharp spoon, 
often efficiently supplemented, when regression begins, by 
swabbing with tincture of iodine. 

I want to add to the above mentioned classical types of 
lesions in chronic urethritis a few urethroscopic findings 
which I have observed in all forms of chronic urethritis. 
They are found particularly in those types of chronic 
gonorrhea in which no outward signs of the disease, such 
as discharge or shreds, are present, and which, conse- 
quently, are described as latent gonorrhea. ‘To this group 
of lesions belong localized, mulberry-hke, patches of con- 
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gestion which always indicate the presence of gonococci 
and from which I have seen membranes and folds originate. 

These membranous formations may measure from 
1, to 14 inch in‘length and width; they present them- 
selves, on urethroscopic examination, either as white, deli- 
cate, transparent films, or as gray, dirty-looking, firmly 
adherent to the mucosa, which bleeds and appears uneven 
and congested when the membrane is stripped off forcibly. 
These membranes always harbor gonococci. ‘Their diag- 
nosis and treatment are possible only by urethroscopic pro- 
cedures. The treatment in case of thin films consists in 
vigorous friction with tincture of iodine on a cotton swab: 
in case of thicker, dirty looking, membrane it is necessary 
to remove the latter with the sharp spoon and apply iodine 
tincture to the subjacent denuded area of mucosa. Ordi- 
narily from 2 to 5 sittings suffice to cure the condition. 

Irom the membrane, folds and abnormal tracts may de- 
velop. The accompanying sketches (Fig. 25) give an idea 
of the various fold formations I have seen. Generally those 
folds are adherent only to one side of the urethra; they 
are crescentic or semilunar; or they may in other types 
bridge over the lumen of the canal. In such cases I have 
repeatedly demonstrated the presence of gonococci, even 
when no other objective symptoms whatsoever were in evi- 
dence. 

Next to these transverse folds we may see similar 
formations and bands disposed parallel with the long axis 
of the urethra. ‘These consist of a connective tissue stroma 
and a mucoid substance containing gonococci. ‘They are 
inserted into the urethral wall by two or three indenta- 
tions and, for the rest, float freely in the lumen of the 
canal; their length varies from 1% to 1 inch or more. 
These folds must be destroyed with the galvanocautery and 
their point of insertion burned. 
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Bands are covered with strongly congested mucosa, 
are about 1 inch thick and must be considered rather as 


localized thickenings and proliferations of the mucosa. Ex- 
Pan) 
amination of a removed band shows numerous epithelial 


i 
°. 


Itc. 25.—F olds and Membranous Formations in the Urethra (Asch). 


cells, and a few gonococci in and between the latter. The 
treatment is cauterization. 

Other possible urethroscopic findings in chronic gonor- 
rhea are: 1°, more or less numerous polyps of varying 
sizes, appearing cither red and clean, or grayish and dirty. 
These must be destroyed with the galvanocautery and the 
base touched with tincture of iodine; 2°, more or less deep 
erosions, of a dirty gray color, with irregular outlines, 
and filled with pus: these must be scraped out with the 
curette and the bottom swabbed with iodine; this treatment 
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brings about a very prompt cure; 3°, finally, small or large 
submucous abscesses, the development of which must be 
ascribed to a more or less important solution of continuity 
of the mucosa; these abscesses are also of importance be- 
cause they may exist in the absence of any discharge what- 
ever and with a perfectly clear urine, while their pus con- 
tains gonococci that may be identified by their staining 
and cultural characteristics. The treatment consists in 
opening the abscess by means of the galvanocautery or the 
endoscopic knife. Even if in a latent case communication 
of the pus cavity with the urethra is apparently lacking, it 
is easily conceivable that such an abscess may burst during 
coitus and the pus become mixed with the stream of semen. 
Therein lies the very great danger of latent gonorrhea, the 
most important types of which we have mentioned. Ure- 
throscopy alone enables us to diagnose and treat latent 
gonorrhea due to lesions of the anterior urethra; there re- 
mains, besides, the very important class of latent gonorrhea 
due to prostatic lesions. 

Clinically speaking, we may apply to these patients the 
name of gonococcus carriers, as we have to deal with 
men who, without any outward symptoms of gonorrhea, 
particularly no discharge, no turbid urine, no shreds, har- 
bor gonococci in their urogenital apparatus, and, there- 
fore, are capable of propagating gonorrhea without hay- 
ing any idea of their power of contamination. But there 
are also men who after a protracted attack of gonorrhea 
harbor gonococci in their urethra without presenting any 
pathological picture on urethroscopy. These are the 
true chronic gonococcus carriers. 

I give the name of acute gonococcus carriers to 
those patients who, after sexual intercourse with a gonor- 
rheic person, do not yet present any symptoms of gonor- 
rhea but on whose urethral mucosa gonococci are found, 
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when the most anterior part of the canal is scraped and 
examined in smears and by culture. When we give to a 
gonococcus carrier, whether acute or more particularly 
chronic, an intramuscular injection of vaccine containing 
50 or 100 million dead gonococci, there can be witnessed, 
after 1 to 8 days, the development in the urethra of lesions 
which are typical of gonorrhea, namely: congestion and 
swelling of the mucosa, inflammation of Littré’s glands 
and Morgagni’s lacune, formation of more or less numer- 
ous small abscesses. This provocative vaccine injection 
is the first thing that makes gonococcus carriers amenable 
to treatment. Hence its great value, when followed by 
urethroscopic examination, when it comes to giving con- 
sent to marriage; hence also my rule, never to discharge 
as cured a patient before having given him a provocative 
vaccine injection followed, after one or two days, by a 
urethroscopic examination, 
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